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CRIMINAL BEHAVIOR AS A FORM OF MASKED 
SELF-DESTRUCTIVENESS* 


By Kart A. Mennincer, M.D. 


The injuries inflicted upon society by the criminal are so obvious 
that the reciprocal violence of society toward the criminal is apt to 
be overlooked. Indeed, the criminal and the law abiding citizen play 
into each others hands. As Glover! says: 

“Whereas the criminal discharges his fear and aggression by attack- 
ing and punishing the peaceable citizen, the peaceable citizen dis- 
charges his fears and aggression by attacking and punishing: the 
criminal.” ak P i 

The aggressions of the criminal, thus teflècted- upon himsèlf, result 
in his own destruction—at least in‘ qheory.,, There has been, some 
attempt to disseminate among the American public the slogan, “Crime 
never pays.” Motion pictures of crime detettion, the punishment of 
criminals and, particularly, criminals who (chained to the arm of the 
sheriff) loudly proclaim this slogan are presumably intended to impress 
tempted youth to abstain from the lure of criminal shortcuts across 
the rules of society. Nevertheless, crime goes on and the very fact 
that such a slogan has to be preached at us by design is an indication 
that its truth is not self-evident. Large numbers of American citizens 
show by their behavior that they believe,that crime does pay. How 
it pays them might well deserve some psychological analysis because, 
Obviously, diffgrent people want different rewards. But even assum- 
ing that the paying refers to material acquisitions, the American 
public hag had constantly before its eyes for a long time the magnificent 
successes of lawless individuals ranging from bank presidents and 
utility magnates to organizers of beer joints and brothels who success- 
fully elude apprehension or conviction. 


* From a chapter of the author's book Man Against Himself to be published by Har- 


Court, Brace and Company in February, 1938. 
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Furthermore, almost at the same moment that crime prevention 
agencies are assuring the public that crime never pays, the police 
departments of many of our largest cities openly proclaim their inten- 
tion of using criminal methods in handling criminals. The police 
commissioner of one of our large cities, for example, announced, 
“There'll be promotions waiting for the men (police) who muss them 
(gangsters and suspects) up. I'll promote the men who kick these 
gorillas around and bring them in.’"* In the same week, a lynching 
was defended by a district attorney in the South and only a few years 
ago a governor of a western state made his celebrated defense of lynch- 
ings. The American public is periodically shocked by such frank 
confessions on the part of prominent individuals that criminal acts 
are permissible, providing favored individuals commit them. This 
mental reservation that ‘‘others should not commit crimes but for me 
it is all right” is a characteristic element in American psychology. 
Indeed, only a little reflection is necessary for us to realize that our 
country was founded by a group of people who defied and violated 
the laws of England persistently from the outset. Furthermore, most 
of the financial fortunes and the so-called economic stability of our 
country in the early days depended upon a criminal destruction and 
waste of natural resources, the iniquity and sad results of which we 
are only now beginning to realize. 

If I have wandered somewhat afield from the topic it is because I am 
somewhat dubious about the possibility of convincing the average 
American reader that criminality is actually self-destructive. Our 
whole national ideology disputes it. As Alexander and Healy? say 
in their recent book, in comparing the psychological investigation 
of criminals in Germany and in the United States: 


“The most impressive of these (differences) is the heroic exhibition= 


istic evaluation of criminal deeds in America; this much more than in 
Europe plays an important part in formation of motives for breaking 
the law. In spite of official condemnation, not only instinctively 
but even consciously, the (American) public views criminality with a 
sort of adolescent hero-worship. ‘At the same time machine civiliza- 
tion with its mechanizing and leveling tendencies strangulates in- 
dividuality and compels the individual to become a part of the 
collective unit. Criminality remains sone of those few outlets left 


* The Nation, Vol. 141, No. 3671, Nov. 13, 1935. 
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through which the individual can express his spite against this pres- 
sure and emphasize his masculine sovereignty. . . . The- ideological 
basis of American democracy, an individualistic philosophy of life, is 
personified in the ideal of the self-made man, who is independent of 
peel help, who is successful in the free competition of equal 
chances.” : : 


In other words, rugged individualism implies the right of the individ- 
ual to disregard social rights and this, in essence, is criminality. 

The truth of the matter is that we Americans believe that crime 
does not pay if you get caught. The moral of this, and the working 
program of many Americans, is, “Be a rugged individualist, get along 
with your neighbors the best you can, and commit such offense against 
them as is necessary in such a way that you do not get caught.. If 
one is skillful one can do much of it and receive financial rewards and 
public acclaim. If one is clumsy or stupid or makes a mistake, ‘then 
one is no longer in the game but receives official condemnation ‘as a 
criminal and is asked to testify before the puzzled youth of the country 
that crime does not pay. 

This excursion into certain political implications of the study of 
criminality should not lead us from the scientific consideration of how 
criminal behavior may result in self-destruction, even though in 
America it frequently does not. There certainly is such a thing as 
normal criminal behavior in the sense that some individuals do away 
with any attempt at loyalty to higher 
ideals or higher social standards, and take what they want when they 
want it, and defend themselves against capture or punishment. The 
Missouri Crime Survey? showed that only one out of a thousand 
ctimes committed in the area surveyed led to actual punishment of the 
Offenders, Any study of criminals, therefore, in this country should 
distinguish between criminals captured and criminals not captured. 
Almost all of the studies that have been made have drawn conclusions 
about criminality based on the study of those who have been captured; 
when it is so well known that the vast majority are not captured this 
does not seem to me to be a proper “sampling” in the statistician’s 
Sense of the word. 

The Gluecks* have shown that those who do get captured continue 
to commit crimes and continue to be captured again. That their 
aggressions against society lead to self-destructionin the sense of im- 


Prisonment, misery, and deprivation is obvious. 


with any hypocrisy about it, 
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But, as I have already indicated, I do not feel sure that we should 
call these people criminals, if we are to apply the same word to those 
who never allow themselves to be caught. It may be that we should 
refer to them as neurotic criminals. Some of them are undoubtedly 
stupid and are caught for this reason; some of them are unfortunate; 
a few of them may be normal criminals who erred in technique. But 
perhaps the majority of them will fall into a group which has been 
carefully studied psychoanalytically..6 In many individuals the 
impulse to commit crimes, which we can assume is a universal tend- 
ency, is irresistible, but such individuals cannot, on the other hand, 
escape the vengeance of their own consciences. Such individuals, 
therefore, having yielded to their aggressive impulses, are obliged to 
surrender in the end to the threats of their own consciences if not to 
the intimidations of the law. This leads them, then, to seek punish- 
ment, to allow themselves to be caught, to commit provocative of- 
fences or even to ‘‘break into jail.” 

These motives have been studied at greater length in 2 more recent 
study of the psychological motives in crime by Alexander and Healy, 
referred to above. About a dozen criminals were subjected to psycho- 
analysis. In all of these cases this deeper psychological study showed 
somewhat the same general formula, namely, a great wish to remain a 
dependent child and great resentment against the social, economic, 
and other forces which thwarted their satisfactions, with the conse- 
quent combination of mixed feelings of revenge, self-assertion, and 
guilt. ‘They treated me mean, I hate them, I don’t need them any 
more, I will pay them back, I will take what I want from them; but 
I am sorry, I feel guilty, I will be punished for this... .” 

That this conforms in general to the formula for other methods of 
self-destruction is obvious. It might be simmered down to the follow- 
ing: Some criminality is the result of overwhelming hate developed 
in childhood, which the individual can express only at the price of 
intimidation by his own conscience to such an extent that he uncon- 
sciously fails to carry through his aggressions and allows himself to 
be detected, captured, and punished. 

This was made very vivid to me by one of the most extraordinary 
individuals, sane or insane, criminal or non-criminal, that I have ever 
met. From fully a thousand pages ot notes about him, I shall try to 
condense into a few words enough of the record of his life to indicate 
the emotional origins of his terrible criminality. 


= 
j 
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Before me lies a manuscript written by this remarkable man, later 
executed by order of the federal court. It begins as follows: 


“Tam John Smith, No. 31614, United States Penitentiary, at ——— 


Tam a liar. 
Iam a thief. 
Tam a murderer. 


I am a degenerate. . 
But that these things are so docs not detract a bit from the truth of 


what I have here written. y 
_ I am now 38 years old. Of these 38 years I have spent 22 years in 
jail, reform schools, and prisons. In all of my lifetime I have never 
done any good to myself or anyone else. I ama first-class A-1 skunk. 
- .. But what I am the law has made me. i 

I feel now that I shall soon be dead, that is the reason that I write 
this... . All of my life I have lived destructively. In these writings 
I am going to attempt to prove that it was possible for me to have 
lived constructively and to have been the means of much good both 
to myself and my fellowmen if I had been properly taught and treated 


tight in the beginning by the law. .. - N 

Iam fully eae of tine fae that I am no good and that no one likes 
Or respects me, which worries me not at all because I don't like or 
respect anyone else, I despise, detest, and hate every human being on 
carth, including my own self. . . . My only feelings now are hate and 
ear. Ihave practically lost all the power I ever had to enjoy life. 
can only suffer. . . . Every decent feeling that I may have had in my 
nature has been brutalized and knocked out of me long ago. 


The manuscript then proceeds to an unflinching self-analysis in 
which the prisoner spares neither himself nor socicty. He frankly 
Confesses that he has murdered twenty-three men and has no regrets 
about it. (Most of these murders were substantiated by investiga- 
tion.) He does not pretend to have had immediate justification for 
these murders but says that he killed because he enjoyed killing, that 
it gratified his fate and his wish for revenge, although the revenge 
Was displaced from the original object of his hatred. 

It is really impossible to convey in the compass 0: 
Uniqueness of this man. He had an almost total lack of formal educa- 
tion but had schooled himself to a surprising extent and was possessed 
of Superior intelligence and an amazing lack of repressions. I have 
Never seen an individual whose destructive impulses were so completely 
accepted and acknowledged by his conscious ego. He outlined to me 
in detail a plan he had conceived for bringing about the destruction 


f a few words the 
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of the entire human race, a plan which was by no means absurd in its 
conception and compares favorably with the ingenious devices patented 
by inventors pandering to the munition manufacturers who are so 
proud of their devices for increasing official murder. 

No one can read this manuscript in its entirety without an emotional 
thrill. On the one hand, there was the terrific hate, bitterness, and 
incredibly sadistic cruelty of the man; on the other hand, his clear 
evaluation of himself, his wistful faith in and affection for one federal 
official, who as a younger man had once shown the prisoner some 
kindness and who had kept up a correspondence with him long after- 
wards, his curious interest in bettering the world in spite of his feel- 
ing that nearly all human beings were so bad that it would be better 
if they were all killed. It was an incongruous picture of stark reality 
which produced an effect comparable to that of gazing into the in- 
terior of a human body torn open in some horrible accident, with all 
the vital organs laid bare, the person retaining consciousness with a 
superhuman ability to endure pain so that he could calmly discuss the 
accident and his approaching death. 

For this man knew quite well how and why his destructive tend- 
encies had been wrought to such an overwhelming height. In early 
childhood he had had, on the one hand, stern religious teaching and, 
on the other hand, economic pressure and extrusion from the home so 
that at the age of eight he had already been arrested. At twelve he 
was a prisoner in a Boys’ Industrial School where official cruelty added 
to the bitterness of his childhood fears. Subsequently, his life was 
simply one incident after another of revenge, recapture, punishment, 
release and more revenge, more punishment, more bitterness. 

The same psychological factors later discovered in the psycho- 
analytic investigation of the prisoners referred to above were recog- 
nized in himself by this extraordinary fellow and set down by him in 
these comments about his own psychology, the psychology of man- 
kind and of criminals in particular. They are, in short, that hate 
breeds hate, that the injustices perpetrated upon a child arouse in him 
unendurable reactions of retaliation which the child must repress and 
postpone but which sooner or later come out in some form or another, 
that the wages of sin is death, that murder breeds suicide, that to kill 
is only to be killed, that there is no real atonement but suffering, and 
that bitter suffering bears no fruit. 
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This prisoner demanded that he be executed for a murder he com- 
mitted in prison. Inasmuch as he was tried in Kansas in which there 
has long been a law and a sentiment against capital punishment, a 
strong effort was made to prevent his execution, but by insisting upon 
certain technicalities, refusing all counsel, skillfully refuting the testi- 
mony of psychiatrists and others, the prisoner obtained his wish to be 
executed and this was carried out, the only instance of capital punish- 
ment in Kansas in over fifty years. 

On the day of his execution, he ran eagerly forward, climbed to the 
gallows with alacrity, urging his executioners to hurry the thing up 
and get it over with. It was remarked by everyone how eager he was 
to die. His execution was, in essence, a suicide, a direct accomplish- 
ment of what he had indirectly sought for all of his thirty-eight years. 


CONCLUSION 
e sword shall die by 


It was said long ago that they who live by th 
ecognition of 


the sword. We may assume that this was an intuitive ri 


the self-destructiveness of violence against society. Perhaps society 
represents to the criminal those persons in his childhood life toward 
The essen- 


whom he felt hostilities which he could not then express. 
tially unrealistic nature of such identifications lies in the fact that 
however much society may resemble those early characters in its atti- 
tudes and proscriptions, the social organization exists for mutual 
protection and mutual benefit and an attack against it must in the long 


tun destroy its assailant. 
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A STUDY OF SPEECH RETARDATION: REPORT 
OF A CASE 


By Josera Pessin, M.D. ann Watty Retcnennerc, Pu.D. 


INTRODUCTION 


The purpose of this paper is to report a case of speech retardation in 
which an improvement was observed when the treatment was directed 
principally toward gratification of the child's emotional needs. In 
the treatment of this case the child's physical condition was given 
consideration, and speech training was also provided, but it appeared 
to us that progress in speech development resulted from meeting the 
child’s need for affection and attention. 


CASE REPORT 


William, an only child, was brought to the Southard School when he 
was three years old with the complaint that he did not speak as a nor- 
mal child of his age should. He uttered a few sounds in imitation 
and rarely spontaneously. For the most part he was mute. When 
thwarted he had temper tantrums characterized by crying, screaming, 
kicking, lying on the floor and assuming an opisthotonos position. 
He came from a home of moderate economic circumstances. His 
father, a college graduate, was said to be an even tempered man, who 
held a good position. His mother was the youngest of four children. 
As a child she did not like to play with dolls and never seemed inter- 
ested in other children. She resented taking care of younger children 
whenever she was asked to do so. As an adult she had few close 
friends, and had difficulty in getting along with other women. Her 
married life seemed a happy one; husband and wife were constant 
companions. x 

William was born after a seventeen hour labor. Instruments were 
used during delivery because his heart beats were slow. Following 
delivery a blood transfusion was administered.! The mother’s health 
had been good during the pregnancy and the baby weighed eight 
pounds at birth. He was bottle fed and there were no difficulties with 
the formula. He learned to walk at ten months and his locomotion 
and motor co-ordination were good. He slept in his own bed alone 
from infancy, and rarely awakened at night. 

During the first three months of his life Willism cried a great deal 
but he was never picked up for fear of spoiling him. His mother, 


1 Details on this point are lacking. 
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who had seen her older sister raise her little girl to be a very spoiled 
youngster, went to extremes to avoid this mistake. Neither parent 
demonstrated any affection toward him. If the patient fell or sus- 
tained an accidental injury during play, his mother showed no sym- 
pathy. On several of these occasions his grandmother kissed William 
and to counteract this show of affection his mother slapped his hands 
afterward. As a result of his parents’ neglect, William never came to 
them for consolation when he experienced some disappointment. 
When he was two years old, his mother, following theadvice of a pedia- 
trician whose recommendations she interpreted too literally, began 
slapping his hands when he disobeyed orders. This seemed to hurt 
his feelings and he responded with temper tantrums. From baby- 
hood he had been kept away from other people because of the danger 
of possible contact with germs. His mother finally began to realize 
that his speech development was greatly retarded, and becoming dis- 
tressed, brought him to the Southard School for treatment. 

On admission William was found to be a physically well developed 
and sturdy looking youngster. His blond hair, blue eyes, and fair 
skin made him attractive in appearance. His weight was 392 pounds, 
and height 37 inches. Aside from an undescended right testicle which 
could be placed in the scrotum easily by manipulation and gentle trac- 
tion, his physical and neurological examinations revealed no organic 
pathology.? His hearing was intact and his motor co-ordination 
and locomotion were excellent. The laboratory tests (blood and 
urine) were within the normal range. The Wassermann and Kahn 
tests were negative. 

Much of William’s behavior on admission appeared to be compul- 
sive. He pounded the walls with his palms, rattled the door-kno $ 
Opened and closed doors, thumped many objects, his shoes, his head or 
a doll, using almost any object in sight. At times he became pre- 
ee with lights and it was difficult to divert his attention as he 
gazed at them in silence. Again, he would play with his hands held 
against the light, spreading his fingers and closing them to a fist, an 

ooking through toward the light. Frequently he would lie down on 
the floor, roll over, and roll back and forth. He seemed to have a 
good time alone and showed no interest in toys. 

He grew featful and alarmed when he saw dogs, cats, or toy cars. 
rsonalities, treating them alike or as 
one's lap in utter disregard for the 
Person’s convenience. On several occasions he was observed grimac- 
ing, giggling, or laughing heartily without any apparent external 
stimulus. He would pick up simple songs £ 
or played for him and would hi i 


? Antuitrin S injections Qoro rat units) were administered for the undescended testicle. 
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were limited to a few syllables such as ga, mo, da, de, bob, which were 
uttered spontaneously. i 

William remained in the school fourteen months. During this in- 
terval he was given special speech training but it appeared that this 
alone brought no perceptible improvement. However, the tender 
affection and attention shown him by the teachers appeared to make 
him a happier child. He would run up and down the stairs spon- 
taneously, laughing and humming. His interests broadened to include 
toys, people, food, and games. He learned to feed himself and to use 
table utensils correctly. His play activities followed more construc- 
tive lines, seemingly planned and carried to conclusion. His contacts 
with people were more personal. 


Due to family circumstances William was withdrawn from the 
Southard School and was taken home, where he was provided with 
the constant companionship of another four year old boy. When the 
boy moved away after three months William reacted to the loss of his 
companion by refusing to eat at the table. He would approach his 
chair at the table, sit down, raise his arms in front of his face, and 
slouch out of the chair. However, he was willing to grab some 
food with his hands and eat it in other parts of the house. His mother 
became alarmed and brought her child to the Southard School for the 
second time, five months after his withdrawal. 

On his second admission William was four and one half years old. 
He paid no attention to people about him but was preoccupied with 
lights. His appetite was good, although he refused to eat except with 
his hands. When sufficient contact had been re-established with the 
child he was given a Buehler test.2 Any quantitative evaluation of 
the test results proved to be impossible. He could not cooperate and 
his performance on any test item requiring language was absolutely 
nil. He succeeded well in all test items which required motor control. 
He seemed peculiarly retarded in his social development, resented most 
of the little games, and showed signs of fear when approached with 
a gaily colored toy. He seemed interested in the watch, but when it 
was brought closer to his ear he withdrew quickly, raising his hand in 
a protective gesture. During a three day observation period a list of 
his vocabulary was secured. It appeared that most of the vocabulary 
CEN be considered as first stages of syllabic vocalization or vocal 
pay 

After a four week’s observation period and a thorough discussion 
of his case in the Southard School it was decided that no special speech 
training should be undertaken at this time but that every effort should 
be made to bring him up to the expected level of social development 


3 September 18, 1936. 1 


‘a, a-e-a, ball, baby, da, dum, dddd, e-i-. 


, »€-i-0, gooky, la, meme, micme, ta, tic, toc, 
tickle, mamama. 
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for one his age. Accordingly his training began with an attempt to 
show William how pleasant human contacts could be. Without 
asking anything in return, the adults of his environment established 
a background of affection and security and literally wooed his love. 
He was never disturbed if he wished to play by himself, yet there was 
always somebody present to introduce appealing games if he showed 
any inclination to accept them. He was petted, loved and entertained 
with songs and music, with candy and toys. In short, he was 
‘spoiled’’ and he began to enjoy it. Social games of give and take 
such as "your ball and my ball” were initiated gradually. He was 
taught to blow soap bubbles, to make windmills and spinning wheels, 
and to set them in motion. He began to sing and laugh, to experiment 
and investigate his surroundings. Gradually he built up social con- 
tacts and attitudes which are fundamental in a wider conception of 
reality. Of his own accord he tried to slide down the banister, ex- 
perimented carefully and finally succeeded. , 

Three months after the second admission William never wished to 
be alone. He would cling to an adult's hand, strive for company and 
attention. He now craved human contacts, looked for approval, 
played social games, understood requests, and carried out suggestions. 
He babbled and sang a great deal, but he could not speak. It was now 
felt that William was sufficiently secure in his environment to stand 
reality testing. It seemed safe to make more demands in the form of 
language responses. His craving for sweets was used for motivation. 
Whenever candy was passed, each child said ‘candy’ before receivin, 
his share. The need of saying ‘‘candy'’ was explained to William an 
when he made no effort during the first few days he received no candy. 
A temper tantrum, which was ignored, followed and explanations 
Were repeated. His first attempt to say “candy although it turned 
out to be an imperfect solution, was immediately rewarded. Correc- 
tions were made, until proper enunciation was established. From 
then on progress became more rapid. His first spontaneous words 
came several weeks later when he entered the dining room very hungry 
after having missed his mid-morning lunch. He ran to his place at 
the table and cried out repeatedly and clearly, ‘‘meat, peas. , 

At the same time William evidenced much enjoyment in imitation. 

uring the various games that were instigated daily, his favorite 
teacher-companion introduced a toy microphone, which fascinated 
him. The teacher said “ball” into this microphone, handed it to 
William who held it close to his, mouth and repeated ball.” She 
then said ‘‘baby’’ in the same manner, and he imitated her carefully 
and correctly. “At first the microphone was used very sparingly when 
he seemed willin g torco-operate. Later this game of imitation gained 
a value of its own. A piece of cardboard could be substituted for the 
microphone and later words spoken against the hand were repeated. 
Finally, a simple request was sufficient stimulus to repeat three and 
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four syllable words. At this point the names of objects in pictures 
were introduced, and he began to name these spontaneously. 

Shortly before Christmas a new child was admitted to the school. 
The teacher who had given all of her time and attention to William, 
divided her time and interest between the two children. William 
reacted by withdrawing from reality. He lost interest in speech, his 
spontaneity disappeared. Within a few days he gave up his cheerful 
humming. He became sullen, irritable, and constipated. With pa- 
tience and understanding the new play companion was introduced to 
William and the fun of sharing affection with another was demon- 
strated to him in many play situations. Slowly William became ad- 
justed to the new companion. 

Six months after his second admission William was again given the 
Buehler tests. This time he was sufficiently co-operative to permit 
the quantitative estimation of his developmental age which was 
three years and four months. The outstanding feature in the second 
testing was his willingness and ability to cooperate. There was no 
difficulty whatsoever in securing his attention. His performance’ in 
sorting colors (200 disks of various colors) was particularly striking 
when compared to his performance on this same test one half year ago. 
This time he kept the instructions in mind. Instead of mixing the 
disks as he had done before, he was very careful on the second testing. 
When a disk was slipped in among the wrong colors he removed it 
immediately. When two-thirds of the test was completed his interest 
lagged a little but when he perceived that he was almost finished he 
began to work more rapidly. When asked to repeat two two-syllable 
words he did so immediately and later he attempted to repeat an eight- 
syllable rhyme. His efforts on the latter could not be scored a success. 
He repeated in imitation words that were spoken in giving him in- 
structions, particularly when building. Placing his blocks when 

‘building a door he said, “‘and this and this and now this.’ To the 
thwarting which occurred regularly during the test procedure (one 
toy is taken away before a new toy is given) his reactions were com- 
parable to those of a four to.five year old child. Throughout the test 
he remained in his chair, sang and babbled to himself. When he 
finished he looked up with a smile. The record of the two hour’s 
observation period showed marked improvement in a-variety of ac- 
tivities. Not only was it possible to express the results on the Buehler 
test quantitatively but it was also possible to tabulate his vocabulary 
which now consisted of fifty words uttered spontancously and with 
meaning’. When imitating speech he veal repeat any word or 


5 March 22, 1937. t 

5 tup, prater, lady, numer, pentil, tock, eat, bouk, ligh, out, door, man, ticky, cooky, 
tak, bubble, blee, bird, bodee, moon, poon, tugar, tangy, ball, meat, baby, la, night- 
night, lockt, tea, tan, blay, panky, cannel, the bike, tickle, blink, bed, eckel) bunny, 
tata, top, hettheart, I love you, meow, bloon, beans, peas, gla, bed, saku. 
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word combination suggested and would retain six to eight-syllable 
combinations. 


DISCUSSION 


Development in early childhood involves the solution on the part 
of the child of different types of problems. Some of these problems 
are associated with the satisfaction of fundamental physiological 
needs, such as hunger, thirst, and movement. Other problems deal 
with the satisfaction of emotional needs necessary for the development 
of the child's own personality and for his adjustment to other per- 
sonalities. Finally there are problems associated with intellectual 
curiosity. All of these are closely linked and the child develops as a 
result of the effort directed toward satisfactory solutions of these 
problems. 

Throughout William's development at home, his physiological 
needs had been satisfied in a mechanical manner. However, his emo- 
tional needs had been neglected almost completely and, probably as 
a result of this, intellectual development was blocked to a large ex- 
tent. The child had no desire to communicate with his fellow beings 
and had failed to acquire language, the chief instrument of social re- 
lations. While it is assumed that William may be destined to develop 
at a tempo slower than that of the average child, yet the emotional 
deprivation (lack of love) and psychic traumata (punishment and neg- 
lect) are considered to be important factors in his speech retardation. 
Maturation alone can scarcely account for William's present improve- 
ment in language and social behavior. This case illustrates how 
deprivation of emotional needs may retard speech development, and 
how in a favorable environment, where treatment is directed at the 
dynamic organism in a social situation, a child may begin to overcome 
his inhibitions and to develop social relationships with gratifying 


progress in speech development. 


RECIPROCAL ANTAGONISM IN SIBLINGS 
By Nataan W. Ackerman, M.D. 


In view of the fact that the emotional influences of early family life 
are such potent determinants of character development, the question 
often arises as to why two brothers reared in an “identical” home en- 
vironment should develop into utterly divergent personalities. Fre- 
quently, the one brother takes his place gracefully in society, and the 
other meets serious difficulties in adjustment at every turn in the road. 
“Both ‘in life and in fiction it has appeared that children subject to 
the ‘same’ influences have turned out differently. The Artful Dodger 
and Oliver Twist both lived in the same household and under the 
tutelage of Fagin, but the one became a sneak-thief, while the other 
developed into a lovely character’’}. 

The answer to this seeming paradox would appear to lie in the fact 
that it is an illusion to believe that the emotional influences in a par- 
ticular family are ever identical for any two children. 

First, it is probable that a mother never really assumes exactly 
similar emotional attitudes toward any two children in the family, 
even in the case of twins*. To discuss here the complex reasons for 
the development of distinctive maternal attitudes toward different 
children would take us too far afield. We may, however, point to 
the obvious fact that between two siblings there is usually a difference 
in years, in appearance, sometimes in sex, and most certainly in be- 
havior. Furthermore, a mother’s psychology is such that no two 
children can bear for her exactly the same emotional meaning, and 
consequently she always treats them differently. 

Secondly, there is the important factor of emotional interplay 
between the children themselves: the influence of one upon the other. 
The rivalry aspect of this relationship, and the tendency for the 
siblings to assume either dominance or passivity make impossible an 
exact identity of human environment for any two children in a given 
family. ' 

_The development of widely different character traits in close sib- 
lings, which is a frequent observation. is in large part due to these 
factors. Such character contrasts, comprising a whole series of polari- 
ties of psychic expression, are clearly reflected in the respective atti- 
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tudes of the children toward the family, toward society, toward the 
demands of reality, and finally, in the manner in which they strive to 
wrest satisfactions from the world, i.e., their respective aggressive 
patterns. In the development of such antitheses in the personalities 
of siblings, we must suspect not only some differences in experience, 
differences in interpretation of parental attitudes, but also some recip- 


rocal reactions and adjustments to one another. foe 
We may be able to discuss these determining factors mo 


if we briefly examine several clinical histories. 


CASE I 


Problem: Two brothers, Jerry, aged four years, and Richard: geed 
two years eight months, were referred to the spas rs were in- 
consideration of their maladjusted behavior. The brot his stane 
separable companions and the disturbed behavior SaS clearly 
could not alone be attributed to one of the siblings, e ee sete Gated 
to involve both. At the time of their examination ae oer 
for in a day nursery and were very difficult to cp nding, aggres- 
sibling, Richard, was accused of being excessively Te hedas being 
sive and provocative. The older brother, Jerry, was ily had spells of 
unusually docile and tractable, although he og st directed for the 
extreme obstinacy or had shortlived outbursts of rage 
most his brother. , chron- 

Biden: The family lived on social relief. Toe pst phe and 
ically unemployed. The mother was young, as - boy’s life she gave 
affectionate. During the first two years o PS ead period he was 
him abundant motherly love and care, an E child was 


Ak older 
an active, aggressive child. At this time wia ae age, the mother 
two years of age and the younger only eight mo of employment. She 
Was forced to be absent from the home ne ‘both children, but felt it 
clt guilty over the consequent nego fe ild She therefore tended 
most keenly toward the eight months old chi Ider boy to be with the 
to favor the younger child, and trained a O ulge him in every Way: 
younger one constantly and to protect an in nny nines presented a 

Clinical Observations: On close study the a q yet they were extra- 
Very striking picture of opposite pehavion jard on the one han 
ordinarily dependent upon one another- oor aie room, darting his 
Was exceedingly hyperactive, prancing areal demanding attention 
interest hither and thither and aggressive Y 


: tive 
l n a provoca 
rom everyone. He intruded himself into weak: interest was directe 
Way. Moreover, nomonly did he steal big o 
toward his brother, but also he avidly aet zo this, t 
Whatever he momentarily wanted. In 


or 
: A show of defense 
Was quiet, subdued and compliant, without any 
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retaliation. He even submitted in a mechanical way to his brother's 
painful physical assaults. The younger brother roughly inserted his 
fingers into the elder’s mouth, scratched his gums or poked a finger 
into his brother’s eye. Although these attacks were obviously pain- 
ful, the older brother merely averted his head in a kind of passive 
remonstrance, but showed no other reaction. 


Interpretative Discussion: It must be quickly apparent that these 
brothers presented an exact antithesis in regard to their aggressive 
patterns. The younger demanded everything and expressed hostile 
feeling openly against the older brother. The latter in turn made no 
overt demands whatever, and even submitted mechanically to the 
brother's painful attacks. Paradoxically enough, the relationship 
between the brothers appeared to be a complementary, interdependent 
one, in which, however, the younger brother enjoyed by far the more 
advantageous position. 

Now, we are interested in finding some explanation for the develop- 
ment of this antithesis in their aggressive patterns. Fortunately, for 
such exposition, the emotional relationships in this family were rela- 
tively simple. We have only to consider here the relationship of each 
child to the mother and the inter-child relationship, since the father 
in actuality spent very little time with the children. We naturally 
assume that both children, at least in their infancy, were wholly de- 
pendent upon their mother for nourishment in respect to both their 
love needs and physical wants. We know from the history that the 
older child was at first moderately aggressive in his demands upon 
the mother. We do not know exactly what was the course of events 
at the birth and during the first eight months of the second child’s life. 
It is safe to assume that the mother necessarily had to divide her atten- 
tion, but we do not know if, at that time, the older child manifested 
evidences of jealousy of the younger, with whom he was forced to 
compete for the mother’s favor. We do know, however, that the 
mother’s attitude toward both children changed when the older was 
two years and the younger eight months, by reason of her enforced 
neglect of them. From then on shz distinctly favored the infant child 
and virtually forced the older boy to surrender most of the advantages 
of maternal indulgence to the younger child. , 

Under such circumstances what was’ the older child to do? What 
attitudes could he assume, on the one hand, toward his mother, and, 
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on the other, toward his brother? Whatever his needs were at the 
time, he was wholly dependent upon his mother for their satisfaction. 
To sustain an attitude of aggressive demand toward the mother, and 
openly vent his resentment and jealousy of the brother would defy 
the mother’s bidding. It would invite an immediate threat of the 
loss of the mother’s affection and perhaps provoke physical punish- 
ment as well. Naturally, he wished to avoid the fear and anxiety 
attendant upon such a threat. If, on the other hand, the older boy 
yielded his position of advantage to the younger child, submerged his 
jealousy and suppressed his aggressive striving toward the mother, 
he would at least insure the mother’s approval and get some share of 
her bounty. 
What, then, was the consequence? The younger boy, aggressive. 
at first, became more aggressive; the older boy, once aggressive, NOW 
became mechanically submissive out of the sheer necessity of holding 
that share of maternal loving care which was still reserved for him. 
The attacks of the younger on the older brother and the occasional 
explosions of retaliative wrath on the part of the older brother gave 
eloquent proof of the existence of a sharp sibling rivalry, lurking 
behind the truce dictated by the mother's authority. It is perhaps 
desirable to stress again the fact that the mother’s favor to the one 
child at the expense of the other was motivated by guilt, and that the 
inhibition of expression in the older boy's personality carried with it 
suppressed hostile feeling toward both the mother and the brother. 
Comment: The reconstruction of the emotional currents 10 this 
Sibling situation is partly hypothetical, to be sure. However, the 


facts in this brief history give support i 


to such inferential conclusions 
as we have drawn in attempting @ genetic explanation for the an- 
blings. 


tithesis in aggressive patterns in these si Indirect confirmation 
of our conclusions came later from the fact that when the two boys 
Were separated and placed in independently controlled environments, 
giving each the emotional satisfactions he needed, the younger became 
less aggressive and provocative, and the older surrendered his attitude 

himself in a more vigorous, 


of marked passivity and began to’ assert 
wholesome way. À : 

Having presented*the phenomenon of antagonistic aggressive pat- 
terns in sibling rivals of infant age, We proceed now to a brief discussion 


of an adult neurosis, bearing in mind this same issue. 
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CASE II 


Problem: The patient was a single man of thirty-five years who had 
suffered from a chronic neurosis for almost the duration of his life. 
The outstanding symptoms were an incapacitating social awkward- 
ness, obsessive fears and ruminations, perverse sexual impulses, and 
somatic complaints. It is unnecessary to detail the many complicated 
vicissitudes which surrounded the development of this patient's 
neurosis. Suffice it to say that he was an extremely inhibited per- 
sonality, so much so that his inhibitions crippled every effort at social 
adaptation. Although his dissatisfactions with his lot in life were 
many, he was unable to protest them effectively; in fact, he was unable 
vigorously to assert himself in any way. Instead he had evolved 
devices for expressing his aggressive tendencies in passive and highly 
disguised forms, intricately hidden in the most complicated compulsive 
ritualistic maneuvers. Most prominent among these passive aggres- 
sions had been his chronic failure in every undertaking, whether 
scholastic, occupational, social, or sexual. Particularly had he failed 
in each and every opportunity to hold a business position which would 
render him economically isdependent of his parents’ help. This last 
was all the more significant, since his overstrong conscience drove him 
to make what appeared to be Herculean, but really totally ineffective, 
exertions in this direction. The harder he tried the worse he failed. 
In consequence, at thirty-five years he was still parasitically dependent 
on his parents, toward whom, nevertheless, he had all of his life har- 
bored an infinitely bitter, but unspoken resentment, because of their 
harsh criticisms and insufficient show of love toward him. 

The personalities of the patient and his brother, seven years his 
junior, presented an exact antithesis. In every important life issue, 
the behavior and attitudes of these brothers stood in marked contrast. 
The patient's brother was well adjusted and was always an aggres- 
sive personality. He severed the family ties early, married happily, 
and was successful in business. Here again was a striking divergence 
in the character development of siblings, most especially reflected in 
their respective aggressive patterns. 

How shall we attempt to account for this psychogenetically? It 
will be necessary to delve briefly into the historical aspects of the 
family relationship. 

History: The parents were derived from religiously bigoted, middle- 
Class stock. Both the mother and father were neurotic and chron- 
ically exploited their pains, aches, énd minor disabilities. The home 
atmosphere was continuously charged with hostile feeling: the mother, 
father, and the patient vied with one another in a three-cornered 
struggle for the privilege of commanding the major share of sympathy 
rom one another. The self-love of the parents was so great that they 
showed little affection for one another or for the children. The little 
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affection they did display was extended in greater measure to the 
younger brother. 

In early childhood the patient was a bright, promising, moderately 
aggressive child. Between the ages of four and six the parents proudly 
showed the patient off in company, but criticized him harshly in 
Private. At this time the patient began to show a marked change in 
his demeanor in the direction of timidity and exaggerated fearfulness. 

oreover, the early indications of the patient's superior abilities be- 
gan to lose prominence. With the birth of the brother, when the 
patient was seven years old, the parents were quick to show their 
disappointment in the early promise of the older child and now focused 
their affection mainly on the younger brother. It was then that defi- 
Nite conscious feelings of unfair discrimination arose in the patient, for 
which the ground had already been made fertile by the parents’ pri- 
Mary narcissistic interest in the patient's achievements rather than in 
himself. As the brothers grew older, strong feelings of jealousy arose 
between them, heightened by the parents’ unfavorable comparison of 
the patient's failures with the brother's successes. 

The parents tolerated self-assertion in the brother, but shar 
rebuffed similar inclinations in the patient. In the face of this dis- 
crimination the patient could not effectively rival the brother's ag- 
8tessiveness. The parents made no attempt to hide their increasing 
irritation with the patient's failure. The patient, however, although 
inwardly agonized by his bitter antagonism toward the parents, com- 
pletely withheld all expression of it, since he lived in mortal fear of 
its violence. Sometimes he phantasied choking his parents, but more 
Often he envisaged his own violent injury or death at the hands of 
another person, whose anger he had aggressively provoked. fe 
Patient's feeling of guilt toward his parents was extreme, and he 
Sought to excuse his chronic failures to them by perpetually wailing 
about his somatic disturbances. ‘The parents, in turn, raised a storm 
Of criticism against what they considered to be the patient s malinger- 
ing. For him they assumed that work would cure all ills. The pa- 
tient then launched a strenuous campaign to justify his ei to 
Prove his physical complaints were real, and that his distress made 1 
impossible for him to work. All of his energy was focused towar: 
this one goal. o In every realm he was a helpless, parasitically depend- 
Sat personality, unable to assert himself in any socially say 
Way. We must again contrast this flagrant failure of a ee Ave 
hibited personality with the easy success of a more aggressive brother. 


Conclusion: With so much of an orientation to the emotional con- 
figurations in this family we are able to appreciate the salient genetic 
Ynamisms, which encouraged the emergence of antagonistic aggres- 
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sive patterns in these sibling rivals, the one of whom became severely 
neurotic, and the other well adjusted. 

Comment: The problem of the development of contrasting personali- 
ties in siblings is a complex one, and is not readily plumbed to its 
depths. There are deeper mechanisms involved which cannot be 
discussed heret. The clinical histories which we have described 
afford a partial insight into the etiological factors, but the genetic ori- 
gin of some types of antagonistic patterns in siblings remains obscure. 

In the emergence of antagonistic aggressive patterns in sibling rivals, 
the possible combinations from the standpoint of mental health may 
be represented as follows: 


Passive (Inhibited) Sibling Active Aggressive) Sibling 
Social Adjustment Social Adjustment 
Neurosis or Character Disorder Social Adjustment 
Social Adjustment Neurosis or Character Disorder 
Neurosis or Character Disorder Neurosis or Character Disorder 


In this paper, we have given a clinical illustration of antagonistic 
patterns in siblings of infant age, where both were maladjusted; one 
by virtue of an undue intensification of his aggressive drives, the other 
by virtue of his extreme inhibition. Among adult patients, too, one 
often sees sibling combinations in which one is an inhibited obsessional 
neurotic, and the other is an overly aggressive alcohol addict. In the 
second illustration, the inhibited sibling became the severe neurotic; 
the aggressive sibling became well adjusted. This particular con- 
figuration is perhaps the most commonly encountered. Limitations in 
space do not permit us to illustrate the syndrome in which the mod- 
erately inhibited sibling attains a fair adjustment, and the overly 
aggressive sibling develops an anti-social form of character disorder. 
Of such cases there are many. Finally, we may probably assume that 
the vast majority of sibling rivals whose personalities are divergent 
both make a satisfactory social adjustment. 
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PELLAGRA WITH PSYCHOSIS: REPORT OF A CASE TREATED 
BY COMBINED METHODS 


By Carroit C. CARLSON, M.D. 


The four D's of pellagra: dermatitis, diarthea, dementia, and death 
have their basis in clinical experience. These progressive symptoms 
do not necessarily follow each other to completion, and although the 
prognosis for uncomplicated pellagra is uncertain, the prognosis for 
pellagra with psychosis is definitely grave- 

Until the present time the medical management of pellagrins with 
Psychosis has paralleled that of uncomplicated pellagra. It began 


with the theory of avitaminosis and complementary treatment by 


iet! x ae sas 
diett, Because pellagra seemed in some respects similar to pernicious 
d found efficacious’, 


anemia, liver therapy has been suggested’, tried, an 
and now is an accepted method of treatment. Two factors in liver ex- 
tract have been found necessary for successful treatment“ *, and further 
refinements in the medication are in prospect. Despite this there 
were only occasional reports of successful results, until Spies introduced 
a psychological factor, that of personal attention in the handling of 
these patients’. He has been eminently successful in the treatment of 
Uncomplicated pellagra. As yet, however, there are only scattered 
reports of recovery from pellagra with psychosis in the literature” ® ™. 
Undoubtedly there are many successfully treated but unreported cases 
and perhaps success is due largely tO the intuitive handling by the 
Physician concerned. Spies, however, was the first to mention the 
Psychological factors specifically, and he has dramatically proven the 
Value of his method by reducing the death rate from over 50 Pet cenk 
to 6 per cent in his series of cases. By his method of tactful manage- 
Ment it was possible quantitatively to increase to a very high degree 
not only the medication but also the caloric intake. ae 

The effectiveness of this type of treatment in a pellagrin vie By 
Chosis is hampered not only by the complicating factors usually PF<t 
€nt, such as persistent vomiting, intractable diarrhea, severe ce 
eo but also by the psychological factors of the illness. The difficu ni 
i in treating a patient’who is not only unable to ret 
Ood but is also apathetic toward living and wants intensely to die is 
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quite obvious. It is the purpose of this paper to demonstrate the 
psychological factors underlying the illness which were utilized in 
the successful management of a case of pellagra with psychosis which 
recovered. 


The patient was a 22-year-old, unmarried farm girl, the youngest 
child of elderly German pen whose illness was characterized by 
depression, several suicidal attempts, and marked loss of weight. 
She was admitted to the hospital for diagnosis and treatment in Sep- 
tember, 1936. 

Present Illness: The patient was well until September, 1935, one 
year before admission, when she began to complain of pain in her 
lower right side. This was thought to be appendicitis, but was 
later diagnosed as ‘‘bladder trouble’’ and was treated unsuccessfully 
by a chiropractor until March, 1936, when she was discharged as 
““cured.’’ In May she developed a skin eruption which started on her 
chin and spread to her forehead, arms and feet. She was taken to a 
physician who discovered that her former ‘‘bladder trouble” was 
chronic gonorrhea, for which he treated her successfully, dischar, ing 
her as ‘‘cured’’ the middle of June. No special attempt was made to 
treat the skin eruption which had begun to disappear, nor an amenor- 
rhea which had been present for one year. 

A year before her otenieter she had become enamored of a German 
boy whom she planned to marry. During the winter prior to her 
admission, he treated her somewhat coldly which caused her to doubt 
the advisability of marrying him. On Easter Sunday about four 
months before admission, the patient and this boy had a quarrel, 
during which he shook her, called her names, and told her to ‘‘go to 
hell.” She confided in her brother regarding this affair and expressed 
doubt about marrying such a man; she asked her brother what would 
happen to her when her parents died if she didn’t marry the boy, and 
seemed to worry about her future. In March this same German boy 
came to live in the parents’ home to work on the farm. Shortly 
afterwards the boy fainted“one day, and when consciousness returned 
he accused the patient of putting poison in his coffee. After this the 
patient decided definitely not to marry him, and told him so, where- 
upon he threatened to ‘shoot her,” to ‘‘give her a black name,” and 
to ‘dope her until she would want to marry him.” 

This boy left the farm in the middle of July to go to another city, 
after which the patient became very depressed and remarked to her 
brother, ‘‘l wonder if he will ever come back!"" She tried to commit 
suicide on four different occasions, first by crawling under the car when 
her sister backed it out of the garage, twice by attempted hangin 
and once, by pricking a blood vessel with a pin. She was obseve 
and a fatal outcome prevented each time. 
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About the first of August, a month before admission, she refu 
food and accepted only ice cold drinks. She remarked that oes 
afraid she would gain weight. At this time she weighed 74 pounds 
Although the physician attempted to stimulate her appetite by medi- 
cation, she refused, hid, or threw away her food, often pretending she 
had eaten it. She also complained of sore throat for two or three 
weeks before admission. Because of her progressive loss of weight 
and emotional maladjustment, the physician referred her to this 


_Examinational Data: Physical examination at the time of admission 
disclosed severe emaciation with a weight of 62 pounds; (theoretically 
normal weight by chart 120); cyanosis of the hands and feet; dental 
caries; blood pressure range from 90/70 to 100/80 mm. of mercury; 


strength; generalized muscular wasting; equa 
reflexes; and absent corneal reflexes, bilaterally. The patient co- 
operated well during the examinations and frequently asked in a 


whining, rather belligerent voice if the examiner had found anything 


wrong. 
The laboratory findings of the blood and urine were all within 
normal limits. Lateral and anterio-posterior roentgenograms of the 
skull were essentially negative. The urethral smear was negative for 
gonococci. The level of intelligence (intelligence quotient) as tested 
by the Stanford revision of the Binet-Simon tests was s4: S 
Mental Examination: The patient was 2 red-faced young girl, 
eight, and with a cons icuously bony frame. Her 
ken and her cheeks hollow, thus accentuating her 
f her face. She gazed about 


markedly underw 
eyes appeared sun 


prominent nose and the angularity o! 1 
blankly and her features were expressionless. Occasionally she be- 


came somewhat agitated, picked at her fingers and cried. When she 
did this the veins on her neck and face became engorged, her skin 
darkly flushed and her features were contorted with a mass of wrinkles 
but her eyes remained tearless. She frequently asked to go home. 


When permission was not forthcoming she pretended that she did 
i hen these were repeated she 


not hear the examiner's questions. ; J S 
answered evasively, tenet them entirely, or reple age ree 
remotely related. She frequently smirked derisively an al h 
could not understand why she could not go home, as FRN pericol y 
well. Because her comprehension, was extremely limited, the conve 


sation A i Her attitude was that 
proceeded in a very laborious nswers entirely 


O; A 

petulant seriousness, and the sha : 

es à i to think or talk of 
caped her. She asserted that she had decided E P me kek 


€r past an in w 
y more as she had come to gat 2 : ‘Jed 
One so, her family would soon be after her. Later interviews faile 
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to elicit more than a mild cooperation. The details of her present 
illness were described sketchily and this only after persistent 
questioning. 

She was alert in a literal sense, but failed to comprehend completely 
the significance of the immediate situation. She was fully oriented 
and her recent and remote memory were good. She had no hallu- 
cinations. She was firm in her belief that the hospital was for people 
who were underweight and supported this contention by pointing to 
other women patients whom it was necessary to tubefeed. She had no 
obsessive thoughts, and said her phantasies and dreams were entirely 
about her wish to return home. 

That her intelligence was definitely constricted was indicated by her 
answers to test questions. Her general information was limited and 
she made gross errors in calculation. She failed completely in special 
memory tests. 

Tentative Diagnosis: 1. Psychiatric Syndrome: Reactive Depression 
with schizophrenic tendencies. 2. Characterological Diagnosis: In- 
fantile Character. 3. Medical Diagnosis: Severe mal-nutrition. 

Treatment Prescribed: The general attitude assumed by the nurses and 
all therapists was that of friendly firmness and encouragement, and 
she was given a daily task involving some physical exertion and no 
responsibility. She was allowed provisional participation in all ac- 
tivities. The physiotherapy prescribed was of a tonic type: cocoa 
butter massages and pine needle oil baths. Recreational therapy was 
arranged for her both alone and with small groups, and was of a mildly 
active type, both indoor and outdoor: calisthenics, table tennis, walks, 
volley ball, paddle tennis. Occupational therapy was also prescribed 
for her alone and in small groups, and consisted of domestic activities. 

Medication consisted of liver extract, 2 cc. three times a week in- 
tramuscularly; Brewers’ yeast, drams 2, t.i.d.; haliver oil drops, 15, 
three times a day; Betalin capsules, 2, t.i.d.; high vitamin, high caloric, 
palatable diet. 

Course in the Hospital: For the first month and a half she complained 
constantly but cooperated jn group projects. However, she consist- 
ently avoided food, and whenever possible hid the food given her, so 
that it was necessary to tubefeed her on an average of three or four 
times a week. She persisted in the delusion that she weighed 125 
pounds, whereas her actual weight varied between 52 and 71 pounds. 

‘oward the end of this period she began to display acute anxiety, 
hanging onto the hands of the nurs¢s and doctors in a pathetic manner. 
It was discovered that she had been vomiting most of the food she had 
eaten, flushing it down the toilet before it could be discovered. She 
developed a profuse diarrhea, four to five times a Jay, which could not 
be controlled with bismuth and paregotic. 

The acute medical phase of her illness then began six weeks after 
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pe mission with a combination of diarrhea and the sudden appearance 
= an acute beefy red, eczematoid dermatitis at the corners of her 
outh, on the bridge of her nose, on her forehead, her elbows, her 


mands, and ankles. It was at this time that a positive diagnosis of 
pellagra was made. There was persistent vomiting, as much reflex 
abhorrent to her. 


in nature as it was wishful, in the sense that food was 

Despite repeated tubefeedings she vomited the entire feedin uncurdled 
as long as six hours afterwards. Hydrochloric acid was added to her 
tubefeeding (11) and the tube was left in for varying periods of time 
while the feeding itself was given from the head of the bed out of her 
Sight in varying amounts and at frequent intervals. An effort was 
made to keep the patient from learning how much and how often she 
was being fed. A great deal of it was given under the guise of water, 
which was acceptable to her. In two weeks, she began to show defi- 


nite physical improvement. 
In the following six months, comprising the period through con- 
valescence to recovery, the patient began to show a belligerent alert- 
, for which in turn she 


ness, She was allowed to eat her noon meal 
gained the privilege of going with the other women. The fear of 
“not being here in the morning,’ oF the fear of withdrawal from real- 
ity was lessened by her contacts with a sympathetic group. During 
the third month of her hospital stay it was possible to discontinue all 
tubefeedings, for she had found her group contacts SO satisfying that 
she was quite willing to cat the high-vitamin, high-caloric diet pre- 
Scribed. Despite this, however, if not carefully supervised she con- 
tinued to hide her food. As she learned better methods of earning 
the approval of the group she became more inclined to accept reality 
and in the fourth month she showed occasional normal emotional 
reactions to situations. During the fifth month the intensity of her 


esire to return home lessened considerably and she was content to stay. 
hospital dance and was 


he sixth month she was able to attend 4 1 
greatly gratified by the amount of attention she received. From then 
on her activities increased and she displayed childish appreciation of 
the praise she earned. She was considered “‘cute by the other pa- 
tients, and was received by them in a whoiehearted, friendly manner. 
a privilege of attending functions was used as a lever to oe a 
= quate medical cooperation, and the next month a wa m see 

eae the dining room with the other patients. his > | ee n 
a on the condition that she gain a certan amount” ot $ 

a aee few weeks she gained rapidly, 80108 from x os ei p 
ried er weight suddenly fell off t0°90 during a perto A ai a i 
een three or four pounds daily. It was then discoverec | a eel 

ore eating books, in her girdle, so as to look heayi = To 
end and thus avoid the possibility of losing her privi cp š be 
of the eighth month, she actually weighed 100 pour s, was q 
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well adjusted to reality with most of her aggressiveness gone, and with 
no particular aversion to food. She was then discharged. 

Specific medication throughout her period of hospitalization was 
carried out as outlined at the time of admission. Recommendations 
were given to the referring physician to continue the liver extract 
twice weekly for a period of three months, and gradually to taper off 
until she received one injection a month as a prophylactic measure. 
The hydrochloric acid was recommended to be continued as long as 
there was evidence of dyschlorhydria. 


DISCUSSION 


The problem in this case was twofold: first, that of giving specific 
medication for avitaminosis, and second, that of treating the accom- 
panying mental illness and the indirect as well as consciously deter- 
mined desire to die. Without psychological help there was little 
possibility of successful medical management. The interaction of 
the two phases of the disorder created a vicious circle that could not 
be broken by limiting the attack to the organic process. The organic 
factors seriously diminished the patient’s ability to adjust herself, 
and the emotional factors involved were bent not only on self-destruc- 
tion but were motivating a regression to a level that was totally un- 
acceptable socially. The emotional maladjustments preventing suc- 
cessful medical treatment alone in this case were: the self-deprivation, 
the refusal to retain food with the accompanying delusion about her 
weight; the inturned aggressiveness in the form of depression; and the 
schizophrenic withdrawal from reality. It was only with the allevia- 
tion of these factors that adequate medical treatment could be insti- 
tuted. í 

Her extreme aversion to food was interpreted as a reaction to in- 
tensified unconscious hostility to others, and although this was a 
part of the general inturning of hostility common to depressed patients, 
it was especially significant here because of its threat to life. There 
was every reason to believe that her refusal to eat the necessary food 
stimulated a latent pellagra, which in turn increased the seriousness 
of the situation by causing the vomiting to become almost reflex in 
nature. The insertion of the nasal tube not only provided a means of 
feeding her but satisfied her need for penance. The use of hydro- 
chloric acid to curdle the milk undoubtedly stimulated digestion to 
such an extent that the food was retained in her stomach for a 
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ee Lows of time than previously. Apparently she accepted 
ee a tray only after a sufficient amount of punishment had been 
perienced. 
lees already mentioned, was fu her d f 
the Germ yei she displayed in her oscillating attitude toward 
un a oy. The hostile component of this ambivalence was 
ides of nd stimulated by the loss of this boy, after which her feel- 
ee im t pee this hostility onto herself. This introjection with 
with lex oe y acknowledged guilt was discussed above in connection 
tion, she refusal to eat and her delusion about her weight. In addi- 
standin . times wished intensely to die, which was one of the out- 
Femin z eatures of her depression. As in all depressions there 
Expressed pee outwardly-directed hostility, which in this ei (a 
Occasion i apes in her whining, attention-demanding attitu . z 
Main es y in sudden belligerent outbursts. As a general ru pe e 
outwar Pcs 44 the treatment of depressions is first, to turn the pa ity 
into Ata then to guide the expression of the destructive ten encies 
The aa socially acceptable channel. 
the ae area of this introjected hos 
“helping b trying to diminish the intensity of the. 
y atu urn the flame out without adding fuel. ` =e 
ing u ing a friendly, but firm attitude upon all occasions ae 
Was fae adherence to all restrictions. In addition, as 
Bae p ribed "o permit the patient to use the required e pe p i. 
acceptable guilt feelings gradually diminished F t a see 
aggressi : outlets (sublimations) were provided or t are 
thera me tendencies. She worked hard and rapidly in z i P ae 
ai oe and knitting for long periods of time, an moe a 
her ites erapy she enjoyed bowling especially. It pele ares 
€r to sa r movements that participation in these activ} 
. value his. -n ee cissistic gratifica- 
tion sh Aye of this therapy was furthered by the nar sere a 
er € received in the form of well-earned praise and a w 
fei od in these activities. As the intensity of ager tion 
and ished, she was encouraged to continue to care ove a 
Often delighted the other patients with her shy, witty remarks. 
oe were very promirent in her ills | ; 
rom her home, or being spirited away rom 


rther demonstrated by the 


tility or depression took 
f the aggressiveness, or 
This was done 
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She had feelings of insecurity about the future and of anxiety about 
what would happen to her when her parents died. Her whimpering 
and clinging to the hands of doctors and nurses was further evidence 
of her anxiety. Her weak, unstable ego structure, which reacted in 
this manner to the projection of her conflicts, may have been due 
partly to an organically undermined cortical function due to the 
pellagra, as well as to a schizophrenic tendency. 

This reaction was met by giving adequate sympathetic reassurance 
at appropriate times: during periods of acute anxiety, love and atten- 
tion were given freely and she was adequately reassured, not only 
verbally, but by the confident attitude of the entire personnel who are 
especially trained to meet such emotional needs. This reassurance 
was sufficient to stop regression as well as to allay most of the anxiety. 
Any suggestion of retaliation for her overt aggressive acts was care- 
fully avoided by those about her. She reacted to this treatment by 
wanting very much to be like the ‘other ladies’ and to join them in 
their activities. After her anxiety was quieted, this wish was utilized 
in securing her cooperation in the medical treatment. By allowing 
her to join the others in activities when she was cooperative, she was 
shown how to earn love and attention in an easy and satisfying manner. 
As the sphere of her reality contacts increased, the fear of loss of pro- 
tection diminished; her inhibitions decreased and her confidence 
mounted. 

In summary it must be emphasized that treatment of this case in- 
volved much more than merely increasing the amount of personal 
attention bestowed, for increased personal attention alone was not 
sufficient to alter the patient’s mental illness enough so that adequate 
quantities of the proper diet and specific medication could be given, 
according to the principle recommended by Spies. More specific 
psychiatric treatment was needed chiefly because this severe mental 
illness was not only an immediate threat to life, but defied successful 
medical treatment alone. The psychological factors underlying the 
illness had to be treated immediately in order to permit specific treat- 
ment for the organic condition as well as later to aid in a more whole- 
some adjustment to the environment. In this instance the aggressive 
drives were treated specifically so that the intensity of their effect upon 
the patient was lessened, and the need Yor self-deprivation was mark- 
edly decreased. The schizophrenic withdrawal reaction was met by 
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creating a sympathetic, kindly environment in which she found satis- 
faction. The gratifying results were that her cooperation was secured 
in the proper medical treatment and that she was enabled to accept 
reality and to redirect her energies into channels that earned for her 


adequate attention, praise, and security. 
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BOOK NOTICES 


Latent Syphilis and the Autonomic Nervous System. By GRIFFITH Evans. 
Price $3.00. Pp. 158. Baltimore: William Wood, Second Edition, 
1937- athe 
This treatise advances the theory that many cases of thyroid dis- 

orders, allergy, asthma, nervous dyspepsia, “‘chronic abdomen’, and 

abdominal adhesions are due to latent syphilis of the lymph nodes 
along the path of the cervical, thoracic, and abdominal sympathetic 
nerves. Negative serology is a common finding and the therapeutic 
test is the chief evidence for this etiology. The author has some 
stimulating ideas but illustrates these with inconclusive case sketches, 
inadequate references to support his point of view, and unproven 
assumptions as to the nature and forms of the treponema. (W. C: M-J 


The Normal Encephalogram. By Leo M. Davworr, M.D., and Cor- 
netius G. Dyke, M.D. Price $5.50. Pp. 224. Philadelphia: Lea 
and Febiger, 1937. f 
After brief considerations of the historical aspects of encepha- 

lography, the authors discuss the indications and contraindications for 

the procedure, their simple technique, and descriptions of sequelae. 

Then follows their excellent studies of the structure of the brain as 

outlined when air is used as a contrasting medium. The authors are 

to be complimented on their graceful and classical style and their 
avoidance of metricizing their observations. The book, a landmark 
in the progress of neurology, is almost indispensable to clinical neurol- 

ogists. (N. R.) 


The Diagnosis of Nervous Disease. By Sir James Purves-Stewart, M.D. 
Price $10.00. Pp. 820. Eighthedition. Baltimore: William Wood 
and Co., 1937. 

As the author remarks in the preface, the fact that this book has 
reached an eighth edition makes it reasonable to believe that it has 
proved useful. More specifically, its value and usefulness lie in its 
masterful presentation of the meaning of neurological signs and symp- 
toms; the chapters on the cranial nerves serve as ond examples of 
this attribute. The quality of the work might have been still greater 
had there been a more artful arrangement a the material and had the 
psychiatric data been omitted or modernized. The author does him- 
self an injustice by clinging to arcitaic psychiatric concepts. (N. R.) 


Museum. By James L. Puetan. Price $2.50. Pp. 307. New York: 
Wm. Morrow and Company, 1937. € 
This is a story of contemporary English prison life. The principal 
character, Mansell, begins a life sentence at twenty, serves time in 
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two prisons, and emerges a ‘‘shut-in"’ and broken “old man a ets 
five. Descriptive realism and character analysis are achieve D 
vivid use of the vernacular and by occasional portions Of tree a 


Clational writing. The author was himself fourteen years in two 
English prisons. (D. W. O.) 


Pseudocyesis. By Grorce Davis Brvin, Ph.D. AND M. PAULINE 

Kuvorn, A Price $4.00. Pp. 265. Bloomington, Indiana: 

e Principia Press, 1937. . set 7 

his book i a a of the symptoms, diagnosis, eine 
and treatment of pseudocyesis (false pregnancy) based on a biton 

Survey of 444 cases. The symptoms simulate true pregnancy a i ie 

that an expert obstetrician may err in the diagnosis. | Psychoiogi = 

actors, which are believed to be of prime etiological importance, ax 
Over-simplified. The authors believe that the most effective treatmen 

18 psychotherapy. (J. P.) 
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Fopmotiom, By J. Minne Bramwett. Price $3.00. Pp. 439- Phil- 
adelphia: J. B. Lippincott & Co., 1930. 
his eee: isa Popular priced pai of what has been a sen 
iflerence text on the subject for many years. It is regrettable tha 
ît has not been re-edited and additional material added based upon 
pect experimental work of Hull and his co-workers and the 
Psychoanalytic critique of Schilder and Kauders. (R. T. M.) 
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s Child Faces War. By Nerson ANTRIM Crawrorp. Pp. 120. 
ew York: Coward-McCann, Inc., 1937- 
is i i o in ject in si age. 
ta $ J8 a scientific discussion of a timely subject in simple ae 
m Cmphasizes the viewpoint that war with others is an ou 
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pion í „teacher associations, an 
child aP study by women's clubs, parent-t 


irlen le of General Psychology. By J. F. Dasnrerr. New York: 

“8hton Mifflin Co., 1937. : ‘ 
A 1S textbook in general ay chology is notable in ri sont the 
5 OTS 1928 publication, ‘Fundamentals of Objective Psycho ay, 
P: a reflection of the significant factual and theoretical changes o ke 
this cade. The former oversimplifications of behaviors: ae aa 
inte 20k modified rather matetially in favor of a more orga 
“tpretation, CW. A. V.) 
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PUBLICATIONS BY MEMBERS OF THE STAFF 


Brown, J. F. Psychoanalysis, Topological Psychology and Exper- 

imental Psychopathology. Psa. Quart. 6:227-237, April, 1937- 

The paper raises the question of the possibility of cooperation be- 
tween the psychoanalyst and the topological psychologist in the es- 
tablishment of experimental procedures in psychopathology. An 
historical survey of the interrelationships between psychiatry and 
academic psychology reveals that the time might now be ripe for such 
cooperation. The points of similarity and difference between the 
two modes of attack are listed. Reference is made to certain existing 
experiments with implications for psychoanalysis and to other current 
direct attacks on the problem. 


MeENNINGER, Wituiam C. Functional Cardio-Vascular Disorders: 
The “Cardiac Neurosis.’ Southwest. Med. 21:281-287 and '324- 


The "cardiac neuroses’’ are discussed as an example of the “organ 
neurosis” in which the illness represents the conversion of a psycho- 
logic stimulus into a physical symptom, attached to a particular organ. 


It is suggested that their origin is intimately related to a completely . 


repressed and thus totally unconscious hostility. Psychotherapy is 
the essential form of treatment and can be administered by the general 


Remmer, Norman. _Pneumococcic Meningitis with Complications: 
Recovery with Continuous Spinal Drainage. Journal of Kansas 
State Med. Soc. 38:380-382, September, 1937- 

This is a case report of a man who suffered a fractured nose and as a 
result developed a pneumococcic (Type IV) meningitis. He made a 
complete recovery from the meningitis under continuous spinal drain- 
age while receiving hypotonic saline solution intravenously. The 
course of his recovery was complicated by a severe pneumococcic 
mastoiditis for which he was operated upon, and a development of a 
complete aphasia and a right hemiparesis for which a left subtemporal 
decompression was done. Later on he had a severe thrombophlebitis 
and a transient hemi-edema. This recovery was complete except for a 
slight residual aphasia. 


Brown, J. F. AND Vors, A. C. The Path of Seen Movement as a 
Function of the Vector-Field. Amer. J. of Psy., 4935435 93, Oct., 1937- 
A mathematical theory of the v’sual field as a vector-field of cohesive 

and restraining field-forces is developed. In this paper the correctness 
and predictive value of the theory is shown for the paths of both 
apparent and real movement. In borh cases, éxisting Fers were cor- 
related and new facts were predicted and later corroborated in critical 
experiments. 
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PSYCHIATRIC NURSING: THE VIEWPOINT OF THE 
PSYCHIATRIST 


By Wittram C. Mennincer, M.D. 


There are two essential elements in the care of hospitalized psy- 
chiatric patients: the physical environment and the human environ- 
ment. Pursuant to the American custom, we have usually paid more 
attention to the former than to the latter, in spite of our realization 
that fine buildings and beautiful grounds—attractive as they may be 
(especially to well people)—do not cure psychoses. Of the human 
environment provided for such patients, we are more apt to have good 
doctors than good nurses, which is a similar disregard of logic. The 
patient is exposed to the doctor at most for less than an hour a day, 
and can usually recover from even the most inept handling by him, if 
during the remaining twenty-three hours he comes under the influence 
of women whose personalities and whose ministrations give a con- 
Sistent degree of understanding, sympathy, reassurance and inspi- 
ration. 

But are women of this character commonly employed to surround 
Sick patients? Unfortunately, they are not. It has been my privilege 
to visit many psychiatric institutions in this country and abroad and 
my impression has been that thoughtful selection of the persons who 
care for psychiatric patients is often neglected in favor of many other 
Considerations. At one institution the visitor is shown the dairy 
barn as the outstanding feature, at another, a spacious gymnasium. 
Great stress is sometimes placed upon beautiful buildings or spacious 
green lawns. In some institutions far more thought has apparently 
been given to the architecture and landscaping than to the nursing 
Personnel. Some administrators plan artistic furniture and wall 
decorations; they provide flowers and birds, pianos and radios, and in 
fact care for every reasonable detail which would add to the patient's 
Physical comfort. It is not to be inferred that these things are not 
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desirable or beneficial, but too often they have received the primary in- 
terest and thought which should be directed to the hospital personnel. 


WHAT TYPE OF PERSONNEL DO WE HAVE IN OUR PSYCHIATRIC 
INSTITUTIONS? 


According to statistics furnished by the National Committee for 
Mental Hygiene, state institutions throughout this country have 
only one graduate nurse for every 92.5 patients. Private institutions 
may average a little better, but are still far from the ideal. 

The policy of having untrained personnel is defended in some quarters 
by pointing out that experience is the best teacher, that many faithful 
workers of longtime service are employed in state hospitals to the 
complete satisfaction of superintendents and staff, that graduate nurses 
may have become less intuitive and less skillful in dealing with 
psychiatric patients because of their general hospital training. Close 
examination, however, reveals that such arguments are rationaliza- 
tions. It is perfectly true that some intuitive women make good 
attendants and improve with experience; but this does not gainsay 
the fact that the same people would be that much better had they 
first been given proper training. The same argument was used for 
years against the use of graduate nurses in general medical and surgical 
hospitals. 

One may ask, why is untrained personnel so widely used? There are 
several answers. First because the psychiatric institution has still 
not succeeded in outgrowing its original function of custody. Far 
too often treatment is secondary to confinement. Such an opinion is 
strongly indicated by the fact that in the psychiatric institutions of 
this country there is only one psychiatrist for every 250.9 patients. 

A second reason for having untrained personnel is undoubtedly the 
economic one, but economic reasons may also be rationalizations 
since they seem to be minor in those institutions in which the super- 
intendent is interested primarily in therapy. On the contrary, when 
the superintendent is interested only in custody he may be quite 
content to have the uneducated ànd untrained attendant. But from 
such an individual we can expect no progress. Bryan! has aptly 
summarized this situation: ‘Surely the ward attendant with no more 
than an eighth grade education who applies for work in a mental 
hospital because there is no other employment to be obtained, cannot 
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apply the rules of nursing technique. He may be filled with the 
milk of human kindness, he may have the greatest sympathy for the 
unfortunate, and he may be inspired by the holiest of motives, but he 
still falls short of fulfilling the requirements because of his inability 
to acquire the requisite knowledge to carry out a program of this 
nature. Can we go on with our present personnel trying to meet a 
challenge like this? Shall we continue to trust in God that the 
required number of divinely inspired men and women, capable of 
Carrying on a regime calculated to achieve results in recovered patients 
shall drop into our laps? Shall we continue to emphasize to our 
legislative bodies the need for more buildings to house more patients, 
or shall we begin to stress the great need for thought being given to 
the quantity and quality of personnel that man these buildings?" 

nfortunately, there are too few psychiatric administrators as pro- 
&ressive as Dr. Bryan. 

A third reason for the high proportion of untrained personnel is the 
Scarcity of trained psychiatric nurses. There is not a sufficient number 
of Psychiatrically trained nurses, in part because psychiatry is not 
included in the curriculum of most of our schools of nursing, and in 
Part because the registered nurse can make as good an income in 
8eneral nursing without the expense and effort of a year of post- 
8taduate study. Stevenson? reported in 1937 that 288 schools of 
nursing now give some experience in psychiatric nursing, but he added 
that these represent a very small fraction of all the general hospital 
Schools. It is understood also that of this number some give only 
a few didactic lectures and rarely is any psychiatric experience afforded. 
Until such a time as the nursing schools recognize the necessity of 
including psychiatry in their courses, nurses will have little oppor- 
tunity to develop an interest in psychiatry or acquire a knowledge of 
the scientific study of the personality and its disorders. 


ADVANTAGES OF TRAINED PERSONNEL 


The question may justifiably be asked as to how a psychiatrically 
trained nurse differs in her actual*function from the graduate nurse 
Without Special psychiatric training. The answers to this question 
also apply to the question of what the psychiatrist should expect from 

1S nurse, ca 

The Psychiatrically trained nurse differs from the nurse without such 
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training first of all in her attitude toward mental symptoms. This can 
best be illustrated by an analogy with general hospitaltraining. There 
the nurse learns to take an objective attitude toward such things as the 
sight of blood, the sight of surgical operations, the odor of pus and 
feces, the cry of pain. In the same way the psychiatric nurse must 
learn to take an objective rather than a subjective or laymen’s attitude 
toward psychotic behavior of all kinds, particularly disagreeable and 
provocative behavior, mutism, catalepsy, excited or aggressive 
behavior. By taking an objective attitude is meant more than merely 
becoming accustomed to such behavior: the nurse learns to evaluate 
it, learns what it may mean to the patient and to the doctor and how 
she may most effectively help the patient overcome it. And most 
important of all, she learns to accept it without an emotional response. 

A second exceedingly important ability which the psychiatric 
nurse acquires is her handling of interpersonal relations in such a 
manner that the patient may be most effectively benefited. The 
behavior of every patient, of every individual, is modified by his 
remote past as well as by his immediate past, and his present responses 
are in some degree repetitions of previous experiences. He reacts 
to those about him in the same manner that he reacted to previous 
situations, but in the psychiatric hospital under the care of the nurse 
with special training, the response to which he has become accustomed 
because of his own previous experience is not forthcoming. The 
therapeutic benefit is produced by surrounding the patient with 
people who do not react in an instinctive way to provocative behavior, 
but who allow the patient to display hostile attitudes without retalia- 
tion. The nurse must serve as an extension of the doctor, as his agent, 
and as a result the patient often transfers to her reaction patterns that 
are meant for the doctor. She becomes a therapeutic agent and must 
control and administer her own personality in the most effective 
therapeutic manner. Thus at one time the nurse must serve as a 
confidential friend; at another time, as a diplomat; at another time, as 
a disciplinarian; but it must rest largely with her judgment as to how 
and when she must respond in a particular manner. 

A third great advantage of the psychiatrically trained nurse lies in 
her ability co recognize and evaluate significans psychological data. 
It is partly on the basis of her reports that the physician prescribes the 
treatment. Ifshe is not capable of knowing what observations are im- 
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portant and of reporting them intelligently to the physician he is very 
greatly handicapped in his therapeutic efforts. Unless she has had psy- 
chiatric training she is unable to distinguish what is of importance 
in the speech and behavior of patients and what is not. Without 
specialized training she has no conception of the unreliability of 
consciously announced purposes, wishes and attitudes. The progress 
of the patient can be greatly hindered or advanced by the nurse’s 
Capacity to recognize and record those significant parts of the patient's 
speech and behavior which she observes. 

The great advantage to the hospital of having its personnel made 
up of ambitious young women still eager to learn and to progress 
beyond the average of their class should not be overlooked. The 
general spirit communicated by them to the atmosphere of the hospital 
undoubtedly improves the therapy which the patients receive. It is 
of unquestioned benefit for the hospital to have a continuous educa- 
tional program in which every individual has some part. The im- 
mediate result is an increase in the understanding of psychiatry which 
enables the nurse to give more efficient and intelligent service. While 
it is not her primary function, a valuable by-product results if she can 
be encouraged to carry on research in psychiatric nursing. Where 
Staff seminars can be carried on under the direction of the psychiatrist? 
as we have done for some years, the efficiency of the nurse increases. 


HOW ARE WE TO OBTAIN TRAINED PERSONNEL? 


It is hardly within the realm of this presentation to answer this 
question even though it is the logical question arising from the above 
discussion. We have learned from experience that we had to train 
our own personnel, and over the past seven years we have developed 
a course described by Clark elsewhere in this Bulletin. 

I think it is quite possible, as Bryan! and Goodall‘ have suggested, 
that a new type of worker may evolve—a compromise between a 
Psychiatrically trained graduate nurse and the totally untrained 
attendant, but we agree with Bryan that this seems to be far in the 
future. Our own course has been to obtain graduate nurses and give 
them psychiatric training’. For the average nurse the three years of 
Study and experience*in a gencral hospital is evidence of her deter- 
mination and persistence of interest in the field of medicine, an attitude 
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in direct contrast to that of the attendant who drifts into the psy- 
chiatric hospital because she can find no other job. Furthermore, 
this previous hospital training has disciplined her in the care of sick 
people, in the acceptance of responsibility, and in all the finesse of 
working as an aide to the physician. She comes into the work with 
experience in all the nursing techniques which make an educational 
effort in this direction unnecessary on the part of the hospital admin- 
istration. But all graduate nurses are certainly not emotionally 
adapted to psychiatric service and, as indicated above, postgraduate 
training is essential for every psychiatric nurse unless she has had an 
unusual course and training during her nursing school experience. 
There is encouraging evidence that this problem of the psychiatric 
hospital personnel is receiving more thoughtful and widespread 
attention. Such leading hospital administrators as Bryan', Steven- 
son®, and Noyes? have recorded their experience and belief that the 
psychiatrically trained graduate nurse makes the most efficient mem- 
ber of the ward personnel. An increasing interest on the part of the 
nursing profession is evidenced in the expressed opinions of such 
leaders as May Kennedy*, Harriett Bailey’, Isabel Stewart", Claribel 
Wheeler! and Mary Roberts”. 

In summary the personnel of the psychiatric hospital should be 
its chief asset, since the recovery of patients is more dependent upon 
the interaction of personalities than any other factor. In our own 
experience the psychiatrically trained graduate nurse seems to be the 
best solution to the problem of hospital personnel since her nursing 
experience best enables her to meet the requirements of becoming 
objective in her attitude towards mental patients, of handling inter- 
personal relations, of being an observer and a student. 


BIBLIOGRAPHY 
(x) Bryan, W. A.: Administrative Psychiatry. New York, W. W. Norton. 1936, PP- 
72774- 
(2) Srevenson, G. H.: Discussion of Kennedy's Paper. Am. J. Psychiat. 94:353-354> 
Sept. 1937. 
(3) Erickson, I.: Staff Seminars in a Psychiatric Hospital, Am. J. Nursing 37:1145-1147> 
Oct. 1937- 


(4) Goovatz, P. A.: Ally or Alibi? Hospitals 11:50-54, Apt, 1937- 
(5) Errcxson, I.: The Nursing Problems in the Psychiatric Hospital. Hospitals 11:58-62, 
May 1937. 


4a 


PSYCHIATRIC NURSING: VIEWPOINT OF PSYCHIATRIST 39 


©) Stevenson, G. H.: Ward Personnel in Mental Hospitals. Am. J. Psychiat. 91:791- 
798, Jan. 1935. 

Q) Novss, A. P.: Nursing Needs in the State Mental Hospitals. Am. J. Nursing 33:787- 
794, Aug. 1933. 

(8) Kennepy, M.: Nursing Education. Am. J. Psychiat. 94:345-354, Sept. 1937- 

(9) Bary, H.: Nursing Schools in Psychiatric Hospitals. Am. J. Psychiat. 93 :809-828, 
Jan. 1937. 

Go) Stewart, I.: Postgraduate Education. Am. J. Nursing 33:361-369, Apr. 1933. 

Gx) Wuererter, C.: An Advanced Course in Psychiatric Nursing. Am. J. Nursing 37:173- 
187, Feb. 1937. 

G2) Roszrrts, M.: Editorial. Am. J. Nursing 31:1417, 1931. Am. J. Nursing 28:919- 
920, Sept. 1928. 


PSYCHIATRIC NURSING: THE VIEWPOINT OF THE NURSE 
By Dororay McKimens, RENT 


In the present system of nursing education only a small percentage 
of graduate nurses has had any knowledge of psychiatric nursing. 
Many of these have had only a series of lectures and no direct contact 
with a psychiatric hospital. For this reason, it is a challenge to 
those of us who are in psychiatric nursing to present the need for such 
education and the opportunities in this field. It is the purpose of 
this paper to present and discuss four of the outstanding reasons for 
studying psychiatric nursing. 

First and foremost, there is the great need for efficient nursing care 
for the mental patient which is directly related to the scarcity of 
psychiatric nurses. Second, a knowledge of psychiatric nursing is 
applicable to and valuable in every field of nursing. Third, a knowl- 
edge of psychiatry enables the nurse to make a significant contribution 
to the mental health of the community. Fourth, the nurse gains 
personal benefit in more adequately meeting her own problems throu gh 


an understanding of human behavior. 


THE NEED FOR PSYCHIATRIC NURSING FOR THE MENTALLY ILL 


Psychiatric nursing is a relatively new field of endeavor. If one 
reads the history of the development of nursing in hospitals, and 
particularly in psychiatric hospitals, one learns that less than two 
hundred years ago, mentally sick people were regarded as being 
bewitched or infested with demons. Their ‘‘treatment’”’ consisted 
of being tortured, thrown into dungeons, or even put to death. Grad- 
ually the voices in the wilderness such as those of Tuke, Pinel, and 
Dorothea Dix brought about changes, so that alms houses became 
lunatic asylums and lunatic asylums evolved into state ‘hospitals. 
Instead of being subjected to neglect, abuse, and filth, the patients 
were allowed some occupation and recreation; with enlightenment 
there gradually evolved the specialized field of nsychiatric nursing. 


But while the medical and nursing professions recognize this 


* Supervisor. 


40 


PSYCHIATRIC NURSING: VIEWPOINT OF NURSE 41 


specialty, it is still in its infancy. Its progress has been hindered by 
the ignorance of the laity about the subject, and even by the inade- 
quate understanding of physicians and nurses of its needs and possi- 
bilities. Startling statistics can be marshalled to show the need. It 
is a well-known fact that over fifty percent of all hospital beds in the 
United States are occupied by individuals suffering from mental 
illness, and yet Jess than one percent of all graduate nurses are employed 
in this field. (The most recent figures by How!, August, 1933, indi- 
cated that there were 294,000 registered nurses of whom only 1,870 
were psychiatrically trained.) 

More patients die from one symptom of mental maladjustment— 
suicide—in one year than from the five most common communicable 
diseases—diphtheria, typhoid, pertussis, scarlet fever, and measles?. 
It would appear that as the complexity of life increases, maladjust- 
ment increases. The National Committee for Mental Hygiene has 
computed that one out of every 22 persons in the United States will 
develop a mental disorder that will require hospitalization at some 
time during his life. At the present time between 60,000 and 70,000 
new cases are admitted to state institutions every year. 

Unfortunately, merely a knowledge of the need for psychiatric 
nurses does not enable an individual to be a psychiatric nurse. Neither 
does the three years of training and experience in the general hospital 
equip her for this task. It is a nursing specialty for which candidates 
must be scientifically trained and educated and not all who decide 
to fit themselves for this field succeed’. The nurse who enters this 
specialty must have a definite interest in it. She must have instruction 
in basic psychiatric principles, as well as in the care of the mentally 
ill, and introductory courses in neuroanatomy and neurophysiology. 
As Bryan‘ has stated, ‘The idea that just anyone can work on the 
wards of a mental hospital must be changed. Crazy people are 
‘just crazy’ to*the untrained person, but to the specially educated 
Psychiatrie nurse there are as many differences in the mental patients 
as there are in the so-called normal individuals.” ` 

The job of the psychiatric nurse is a difficult one, and psychiatric 
nursing is a complicated technique. Not only must she be able to 
understand the differertt types of,teactions, but through her experience 
and understanding she must be able to foresee what may and does 
Occur on the ward of the mental hospital‘. She is confronted with the 
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problems created by sudden outbursts of anger, the jumbled talk of 
the schizophrenic patient, the refusal of a patient to take food, the 
attempts of a patient to injure himself or others in various ways. 
Then there may be a patient who believes that those around him may 
harm him, or one who blames the nurse for his illness; he may be 
fearful or suspicious, or indifferent and unresponsive. The psychiatric 
patient may be hostile or cynical, timid, mute, excited or confused, 
and all of these attitudes the nurse must cope with. Also she must 
attempt to establish confidence and to create an environment in which 
patients can function with more ease and comfort to themselves than 
in the one from which they have come. It is obvious that the psy- 
chiatric nurse must be well informed. She must learn how to control 
her emotions, how to exhibit a controlled friendliness, how to express 
understanding through her own behavior and speech and to create 
an atmosphere of protection. As Stevenson’ has said of the psy- 
chiatric nurse, “A weighty responsibility is hers—an opportunity 
which probably surpasses that in any other field of nursing.”’ 


THE VALUE OF PSYCHIATRIC EXPERIENCE TO THE GENERAL 
HOSPITAL NURSE 


In associating with psychiatric nurses I have heard many of them 
comment, ‘‘How much easier it would have been to do general duty 
nursing if I had had some psychiatric experience and known more 
about psychological reactions in physical illness.’ Every nurse is 
familiar with the fact that many times she has not been able to ‘‘get 
along’’ with certain patients; she was not able to win a certain patient 
to her; she failed to make him comfortable and could not cope with 
his complaints, his problems, and his reactions—in other words, with 
his mental attitude. 

It is not, at present, considered imperative that a general duty 
nurse have psychiatric experience, but it is a great asset to her pro- 
fessional equipment because it can give her a better understanding of 
people and their reactions to illness®, Florence Nightingale gave us 
the advice to ‘‘nurse your patient and not his disease.” Fortunately, 
there is an increasing emphasis being placed upon the value of psy- 
chiatric nursing by nursing educators’. The’superintendent of one 
large general hospital has stated that she requires every supervisor, 
regardless of whether she may be in pediatric, surgical, medical, or 
obstetrical service, to have a course in psychiatric nursing. 
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There are many psychological factors in physical illness which 
should be recognized by the general duty nurse. For example, fear is 
usually associated with every physical illness. This may or may 
not be recognized by the patient, but he manifests it in many ways. 
He may fear pain, or suffering, or death, or the loss of his job. It 
may be that he is oppressed by the necessity of being in the hospital, 
and the anticipation of being forced to be dependent and to rely on 
someone else to care for him. The very fact that he is in bed with a 
physical illness makes it necessary for the nurse to care for him, to 
feed, bathe, and handle him much as if he were a baby. Every nurse 
is familiar with the patient who displays various forms of childish 
behavior. It is not assumed that a nurse without psychiatric training 
is unable to handle such situations, but it is obvious that the nurse 
who has had some psychiatric experience is much better equipped to 
deal with the psychological factors of the illness than is the nurse 
Without this experience. 

May I cite one concrete example of the advantages of understanding 
the psychological mechanisms involved in the care of the physically 
Sick person? In the average patient severely ill with pneumonia, the 
nursing care of the physical condition is as important as, if not more so 
than in any other physical illness. Because of the severity of the ill- 
ness the patient withdraws his attention from his job, from his family, 
and from his home and focuses it upon himself, much like the infant 
whose entire interest is centered on his own body and its comfort. 
In this infantile state the patient is almost entirely dependent upon 
the nurse. He appeals to her as the only one who is constantly within 
his teach, who, like his mother many years before, looks after him and 
attends to his personal needs. Thus, his original feelings toward 
his mother are unconsciously displaced to ‘the nurse. Because of this 
relationship the nurse assumes a rôle of tremendous power as a thera- 
Pist; not merely the medicine she gives or the technique she uses, but 
her personality—what she says and does—carries a surcharged value 
for the patient. Because of this automatic psychological process 
which takes place in the physically’sick person, the attitudes, words, 
and methods of the nurse can do a great deal to hinder or promote 
recovery, a : 
ears in every physical illness the nurse should be able to recognize 

er patient has emotional needs as well as physical ones. She 
needs to know how to cope with the situation, no matter whether it 
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be the pain of a fracture, the insomnia of hyperthyroidism, the post- 
operative distention of an abdominal operation, the restlessness of a 
sick child, or any other subjective reaction by the patient. In psy- 
chiatric nursing, she learns to understand the reaction of the total 
personality to illness. 


THE RELATIONSHIP OF THE PSYCHIATRIC NURSE TO THE COMMUNITY 


Originally, the nursing profession limited its work almost 
entirely to the hospital. Gradually, however, the opportunities and 
needs for nursing service expanded to include many phases of com- 
munity life—in social work, in public health work, in industry, in 
schools and colleges, and in the home. The number of nurses engaged 
in these fields probably exceeds the number who devote themselves 
to hospitalized patients. While all of these fields present special 
problems, one can summarize these by saying that the patients are 
much less frequently acutely ill and that social situations often present 
far more problems than do physical disorders. Thus, for the nurses 
working in these fields, an understanding of the personality and its 
functioning in health and ill health is perhaps even more important 
than for the nurse whose work is limited to hospitalized patients. 

A nurse in social work or public health work is second only to the 
doctor in her opportunity to aid the patient. She has an open door 
into many homes where she is welcomed and respected. She has 
been well trained in the physical care of her patient, but all too often 
she lacks the psychiatric experience to judge the influence of the en- 
vironmental situation upon her patient's psychological adjustments 
and maladjustments. She should be able to evaluate the home situa- 
tion, the extent to which the environment may contribute to cause 
or to prolong the illness. ` Psychiatric training would enable her to 
gauge more adequately the psychological component in the illness, and 
what is more important, to manage it in such a way as to hasten the 
patient's recovery. 

Similarly, the school nurse with psychiatric training need not 
limit her investigations to the weight, or the eyes, or the tonsils of 
her students. There is much evidence to suggest that emotional 
handicaps are more frequently the cause of difficulties in adjustment 
to school life than physical handicaps. But unless the nurse has had 
psychiatric training, she cannot evaluate these factors nor is she 
capable of making recommendations regarding their management. 
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Perhaps the greatest field for usefulness for the nurse is in the home 
in private nursing duty. Here she must be far more resourceful than 
in a hospital, and her job is often not only to take care of the patient, 
but to manage the family and the househald in general. She may 
find® resentments, hatreds, fears, dominations, and jealousies which 
often complicate family relationships. There may be a nagging 
mother, an unsympathetic father, or misbehaving children. Not 
infrequently they try to compete with each other for the attention 
of the nurse. In those cases where the sick person is undergoing a 
prolonged convalescence, the nurse may realize that her patient is 
receiving too much attention from his family and friends. In all of 
these instances, if the nurse is fortified with psychiatric training she 
can be far more capable of understanding the emotional problems 
involved and of ministering to the psychological and sociological 
problems as well as the physical aspects of the illness. 


THE PERSONAL BENEFIT DERIVED BY THE NURSE 


In presenting the reasons why nurses should study psychiatric 
nursing, one cannot omit the important advantages gained by the 
individual in helping herself make a better adjustment to life. To 
the person without psychiatric training, this point may carry little 
weight since almost everyone likes to pride himself on being “normal.” 
On the other hand, of those who have had psychiatric training there 
are probably few who would not unhesitatingly say that the greatest 
advantage in having had the training is the personal benefit they have 
derived from it. 

In the course of her study of the anatomy of the personality and 
how it functions and misfunctions, the nurse becomes aware of diffi- 
culties in her own makeup. She gains “iħsight” and understanding 
of her own idiosyncracies, her own peculiarities, along with her 
knowledge of these same difficulties in other people. Her sympathy 
for the struggles of others is extended and her tolerance and patience 
toward her immediate associates is increased. Her relationships 
to the members of her own family become more clear and consequently 
her adjustment to them is facilitated. Her understanding is further 
increased by her observation in, patients of the significance of mood 
fluctuations, the methods individuals use to defeat themselves. She 
learns the significance of aggressive behavior, of suspicion, fears, and 


Compulsions. From all of these observations the alert nurse is able 
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to utilize the knowledge and experience that she has received to in- 
crease her own efficiency and to help her own adjustment. 

Finally, if the nurse chooses to leave her profession for other occupa- 
tion, this specialized training that she has had should prove to be of 
great value to her in making the adjustment necessary for contentment 
and happiness. 
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CURRICULUM FOR POSTGRADUATE COURSE IN 
PSYCHIATRIC NURSING 


À By Mangor Crarx, R.N.* 


The recent literature in the field of nursing shows an increasing 
recognition of the importance of psychiatric nursing instruction, yet 


this important phase has heretofore been largely omitted from the 
basic education of the average nurse!—*. Most general hospitals have 
neither the inclination nor the facilities to offer more than a brief 


theoretical course in psychiatric nursing. An attempt to compensate 
for this has been made by affiliation courses with mental institutions 
With some success, but a three months or even a six months affiliation 
can do little more than orient the student in the field of psychiatry. 
Furthermore, the undergraduate nurse accepts such a course as a part 


í course in psychiatric nursing because of her special interest in it. 


of her training, whereas the postgraduate student with the maturity 
gained from three years of basic training tends to select an advanced 


k is our belief that postgraduate instruction and practice in psy- 
chiatric nursing can best correct the omission in the education of the 
average nurse and that it is superior to affiliate courses}, to theoretical 
Courses offered in general hospitals, and to schools of nursing in state 


Mental institutions.f 


* r 
Supervisor of Instruction. 


A% d } The Committee on Psychiatric Nursing, according to Stevenson’? has ascertained 
ge, uring the last year that there are 6o affiliate courses and 33 postgraduate courses of 


s Psychiatric nursing offered in the United States and Canada. 
as t Many state hospitals have attempted to conduct schools of nur: 


sing in an effort to 


S . z s m Sa 
| Supply their own needs and raise the level of care among their patients, but that it is an 


in; -a 
adequate solutioi to the problem has been po 


inted out by both doctors and nurses: 


Or example, Dr. George Stevenson: “‘It is a matter of considerable doubt if any special 


hospi 
Ospital, mental, tubercular, orthopedic, or other type s: 


hould operate training schools 


fi 5 3 apie i 
Or nurses even with general hospital affiliation, because of the over-emphasis on the 


Pecialty and inadequate instruction in general nursing 


‘5, And May Kennedy: ‘The 


nursing profession has always questioned the advisability of the mental hospital conduct- 
ing a school of nursing, ever?though the affiliations were adequate to enable the graduate 
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‘© meet all state board requirements to make her eligible for state registration’. 
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AIMS OF THE POSTGRADUATE COURSE 


The principal aims of the postgraduate course in psychiatric nursing 
should not only provide for the training of the nurse to understand 
the psychological component in disease and how she may deal with 
it, but also help her understand its function in health. This leads to 
a much better understanding of her own personality, the course thus 
being not only an intellectual process but also an emotional experience. 
Postgraduate training is the most effective method of obtaining a 
working knowledge of psychiatric nursing. The most important 
part of such a course is the practical experience in working with 
psychiatric patients though this must be correlated with a series of 
didactic lectures. Since this period of study necessitates a reorienta- 
tion to living, a period of less than a year is not sufficient for the | 
student’s emotional acceptance of the theory presented. i 

The general duty nurse needs this education and experience as does 
the private duty nurse, the public health nurse, and in fact every 
nurse no matter what or where her work may be. There is an ever ; 
increasing demand for nurses well trained in the care of the psychiatric 
patient and this demand can be fulfilled only by educating carefully | 


selected graduate nurses in a well planned course covering both theory 
and practice in psychiatry and psychiatric nursing. 

The advantages of psychiatric nursing experience both in the field 
of psychiatry and general nursing are set forth in a paper in this 
Bulletin by Dorothy McKimens. It is the purpose of this presentation 
to discuss the curriculum of the Menninger School of Psychiatric 
Nursing. 


THE FACULTY af 

The didactic lectures in the technical fields of psychiatry and neu- & 
rology are given by the physicians. Too often in schools of nursing | 
the physicians who give the lectures have little concern as to how the 1 


teaching is applied in practice. Too often their teaching is just 
another assignment in the daily round of duties. When the physician 
who gives the lectures is directly concerned with the treatment pro- 
gram of the hospital it is possible to make the teaching an opportunity 
to coordinate in an effective manner :he theory and practice. 

The therapists instruct the postgraduate students in the specialties 
in which they are experienced, namely occupational therapy, recrea- f 
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tional therapy and physiotherapy. This establishes better cooperation 
between the therapists and the nurses in carrying out the patient's 
daily schedule of activities because each understands what the other 
is attempting todo. The supervisors of the various floors contribute 
to the education of the student by ward teaching and supervision. 
Morning circles, group demonstrations and individual instruction 
help the student connect the theory of the classroom with the practice 
on the ward. The instructor conducts classes in psychiatric nursing 
and related subjects, correlates and amplifies the material presented 
in the other classes and assists the student in her adjustment to this 
new field. 
DIDACTIC INSTRUCTION 

After considerable experimentation the following course of study 
has been found best suited to our needs, most beneficial to the student, 
and most practical in its application. The course is divided into 
two semesters of six months each and new students are admitted twice 
a year. The practical experience of working with the patients is the 
most important feature of the course but this must be supplemented by 
didactic lectures. In all instances the two are correlated: for example, 
as indicated below, the course in physiotherapy consists of both 
lectures and methods as well as actual practice and demonstration. 

The classroom instruction in all subjects is kept as informal as 
Possible to encourage free discussion and interchange of ideas. This 
Stimulates the student's interest and the greater the student's interest 
the greater will be her ability to retain and apply this knowledge. 
Emphasis is put on individual work and study and the development 
pa near sympathetic understanding between student and super- 
h aids the student in putting into practical application what she 

as learned. 

During the first semester an attempt is made to graduate the subject 


. Material for the student by presenting the most immediately essential 


‘Nowledge in less technical form. The subject material of each of the 


following classes is closely correlated with that of every other class 


a i 5 4 $ 
T with the nursing care and treatment which the student sees in 
aily practice. 
In ‘ 9 7 
troduction to Psychiatry: 48 hours 


je hese lectures, given by a psychiatrist, begin with the history 
Psychiatry in order that the student may understand its present status 
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through a knowledge of its background. This is followed by a study 
of personality development to aid her in distinguishing between normal 
and abnormal behavior and in understanding some of the causative 
factors influencing that behavior. The theory of the unconscious 1s 
explained and mental dynamisms are defined and illustrated to show 
how the mind functions in health and sickness. Upon this foundation 
in psychiatric principles the functional psychoses are presented, in- 
cluding manic-depressive psychoses, schizophrenia, paranoia and the 
paranoid states. The dynamic aspect of mental sickness and the 
treatment and nursing care of the mentally ill are stressed. 


Principles of Psychiatric Nursing: 48 hours 

The student is encouraged to bring her problems and questions for 
Free discussion to this class which meets twice weekly. The material 
presented in the other classes is reviewed as necessary to bring out the 
important points. The principles of general nursing with regard to 
observation and charting, the management of symptoms, are discussed 
with reference to their modification as applied to psychiatric nursing. 
Special nursing procedures such as those connected with fever therapy, 
insulin shock therapy, metrazol therapy, and encephalography are 
demonstrated, and their purpose and nursing care explained. The 
nurse’s part in the care a treatment of the patient is the factor most 
emphasized. 


Physiotherapy: 12 hours 

Physiotherapy plays an important part in the treatment of the 
psychiatric patient, yet the average nurse has had little or no experience 
in this phase of nursing. It is therefore necessary to instruct her in the 
principles and practice of massage, the technique and uses of the wet 
sheet pack, the electric cabinet bath, the continuous tub and other 
physiotheraphy procedures, together with the nursing care they 
eee: This class is almost entirely a demonstration and practice 
class. 


Occupational and Recreational Therapy: 24 hours 

The nurse receives both theoretical and practical instruction in 
occupation and recreation. In recreational therapy cliss the history 
of this therapy, the underlying therapeutic aims on which the treat- 
ment is based, the use of dramatics as a therapy, and the research 
possibilities in this field are discussed. Various games are taught 
the nurse to enable her to share in the recreation of the patient an 
thus aid in his resocialization. In occupational therapy class the 
history and therapeutic aims of that, therapy ^re discussed, the lit- 
erature on the subject reviewed, and ‘practical demonstrations of the 
various crafts and occupations are presented. The student actually 
makes articles of leather, wood, and cloth in order that she may learn 
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to assist the patient with his projects and cooperate intelligently 
with the physicians and therapists. 


Clinical Psychology: 12 hours 
The general duty nurse has little practical knowledge of psychology 


in its relation to psychiatry and nursing. This gap in her education 
is filled by presenting an introductory course in clinical psychology. 
Intelligence and performance tests are studied by the AAT who is 
given an opportunity to perform these tests on her classmates. The 
treatment of the mentally deficient or retarded child is discussed and 
the types of mental deficiency studied, and when possible these are 


illustrated with actual cases. 


Case Studies: 12 hours 

_ One of the most effective ways of connecting the classroom presenta- 
tion of a disease with the actual patient having that disease is by a 
nursing case study. This differs from the medical case study in that it 
is primarily concerned with the nursing care of the patient rather 
than the medical aspects of the case. It is based on attention to and 
understanding of the patient's needs—mental, physical and social, 
with a solution for problems presented and suggestions for their 
prevention. The student selects a few patients whom she finds most 
interesting and after a period of careful observation writes a case study 
on each, attempting to bring out the relationship between the past 
history and the present illness, describes and explains to the best of 
her ability the symptoms shown by the patient on admission, and at 
the time the case study is written, discusses the treatment received 
in the hospital, the therapeutic aims, and the nursing care re uired. 

In the last six months are placed the more advanced studies, the 
understanding of which depends on subjects previously studied. 

his group of classes calls for more independent work on the part of 
the student. 


Advanced Psychiatry (Organic Psychoses and Psychoneuroses): 
24 hours. ` 

This series of lectures is a direct continuation of the course on ‘‘Intro- 

uction to Psyshiatry.” The first part on organic psychoses covers 
twelve lectures, as does the second part on the psychoneuroses. The 
first lectures cover the psychoses associated with organic disease and 
the characteristic mental and physical symptoms of this group. The 
importance of the types of personality makeup underlying these 
illnesses is discussed and an attempt made to interpret the dynamics 
involved. The hospigal treatment and the nursing care required, 
including the attitudes to be assumed towards the patient, the specific 
treatments necessary, the type of occupation and recreation advisable, 
the use of psychotherapy and the nursing care of the patient are 
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studied. The lectures on psychoneuroses cover the subjects of neuras- 


thenia, anxiety neuroses, hysteria, and compulsion-obsessional neu- 
roses. The various types of perversions and the factors which con- 
tribute to their development, neurotic and psychotic characters, 
criminal types and the feebleminded, are also presented and discussed. 


Neurology: 24 hours 

The nervous system in its relation to mental illness is the basic 
subject of this class which is taught by one of the staff neurologists. 
Diseases affecting the nervous system are reviewed and the student is 
shown the materials required and the procedure for a neurological 
examination in order that she may assist the physician intelligently 
when requested to do so. . 


Review of Psychiatric Literature: 12 hours 

This class was included in the curriculum to aid the student in her 
selection and evaluation of psychiatric literature. She is instructed 
in the use of the library and its facilities, in the selection of text books, 
and in writing book reviews which are presented to the class for 
discussion. 


Research Thesis: 12 hours 

The desired aims in writing and presenting a research thesis are to 
stimulate thought and observation in the nurse, to give her practice 
in observing, collecting, and organizing material, writing and pre- 
senting her paper to the class, and in discussing the papers of her class- 
mates. A secondary aim is to interest her in writing for professional 
magazines. The nurse selects her subject and her work in the thesis 
is largely independent.* 


Ward Supervision: 24 hours 

There is an ever increasing need for psychiatric supervisors and head 
nurses and this class attempts to fill that need by instructing the nurse 
in the principles of ward supervision and administration as applie 
to the psychiatric hospital. A discussion of the faculty and nursing 
staff, their duties, and the factors influencing their work, the value 
and methods of ward teaching, preparation of time schedules, and a 
study of student-supervisor relationships is included. 


* Some papers written by nurses in this class which have been published are ‘The 
Psychological Aspects of Physiotherapy, ' by Mildred Cutrer, which appeared in the 
American Journal of Psychiatry, 93:909-915, January 1937; ““Hyperpyrexia as a Treat- 
ment Method,” by Olive Danforth, published in the Indian Journal of Venereal Disease» 
2:239-246, Dec. 1936; ‘‘Recreational Therapy as Applied in a Modern Psychiatric Hos- 
pital,” Isabelle McColl, Occupational Therapy and Rehabilitation 16:15-23, February 
1937; and ‘‘A Review of the Results of Drug Treatment of Schizophrenia,” Marjorie 
Clark, American Medicine 42:541-551, October 1936. 
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` Theory of Psychoanalysis: 24 hours 


These lectures are given by several of the staff psychoanalysts and 
cover the following topics: history and technique of analysis, dream 
analysis, meaning of verbal slips and symptomatic acts, attitude of 
nurses and therapists toward analytic patients, transference and 
counter-transference, child analysis, modified analysis, and the applica- 
tion of psychoanalytic principles to other fields. Through these 
lectures the nurse learns to understand the nature of psychoanalytic 
treatment and how to deal with the emotional reactions of the 
analysand more objectively. 


WARD EXPERIENCE 


Theory, without a practical application is not well learned nor long 
remembered by the nurse. Therefore the student immediately on 
beginning the course is started on a rotated service of the wards and 
learns to care for both the acutely ill and the convalescent patient and 
to apply in daily practice the principles taught in the class room. 
Special duty gives her a chance for concentrated observation of one 
patient over a period of time. Active participation in the hydro- 
therapy department, and in the occupational and recreational therapy 
programs rounds out her knowledge of the patient and his treatment. 
ene and experience in ward supervision prepares her to take 

cr place as a leader in psychiatric nursing. 
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THE EATING HABITS OF THE PSYCHIATRIC PATIENT 
By IsaseL Erickson, R.N.* 


The eating habits of the psychiatric patient are of special interest 
to the psychiatric nurse for two reasons: first, because they often 
present practical nursing problems, and second, because they offer 
an unusual opportunity for the nurse to make observations of a func- 
tion which is important in the life of every individual but which may 
have significant unconscious psychological meaning to the psychotic 
or psychoneurotic patient. 

It is hardly within the province of the nurse to attempt to interpret 
the significance of the attitudes of the patients under her care toward 
food and their manner of eating. It is assumed, however, that such 
observations may be of special interest to the psychiatrist. The eating 
habits and behavior in relation to food present in many instances 
major problems in management of the psychiatric case and their 
solution is primarily the responsibility of the nurse. Some of the most 
common problems are described in this article. 

According to psychoanalytic theory, one of the three important 
psychosexual stages of development in the child is the oral stage- 
During this period which begins at birth the child's chief gratification 
is derived from his oral functions—sucking and biting. The amount 
of satisfaction obtained may be decreased or increased by many factors 
in the infant's situation—the agreement of the food, breast feeding aS 
compared to bottle feeding, the presence of ‘‘colic’’ or other gastro- 
intestinal disturbances, teething, weaning, and probably many other. 
factors less clearly recognized. It is probable that the feeding process 
and also the milk itself become identified by the child 2s forms of love- 
i The oral phase of development, modified by the subsequent stages 
in growth, is an important determinant of the adult character. Abra- 
ham has described the so-called “‘oral character” type with its varia- 
tions and characteristics. Alexander and his associates have recently 
emphasized the influence of the infantile oral experiences as determining 
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the individual's adult reactions—his methods of receiving and taking. 
These personality traits were studied in relation to the individual's 
total reaction to his life situation, but one might assume that we could 
obtain corroboration of these tendencies by observation of the manner 
in which the individual eats and his attitude toward food. In such 
observations one should taken into account such important factors as 
national customs, economic status, religious taboos and natural food 
resources. 


EXCESSIVE FOOD INTAKE 


Excessive appetite and eating are commonly observed in psychiatric 
patients; these occur in individuals with every type of diagnosis but are 
nearly always present in the manic states. Commonly associated 
with excessive eating is rapidity of cating and carelessness in manners. 
As an example, a schizophrenic girl had a history of excessive indul- 
gence in food since the onset of her illness; she always had eaten 
excessively of sweets. Immediately on her admission to the hospital 
she began to make requests for food. She had a ravenous appetite, 
eating everything that was served and constantly demanding addi- 
tional food. As in many such instances, she had considerable difficulty 
with her teeth, and despite a toothache and a very sore tongue she 
would chew on caramels and gum. Characteristically, she was very 
untidy and slovenly in her eating, using her fingers and almost pushing 
the food into her mouth, usually swallowing it without complete 
mastication. Perhaps because of this latter habit, she occasionally 
regurgitated food but immediately would request more. 

Patients in the manic phase of a manic-depressive psychosis often 
Present a picture similar to that described above. Abraham has 

Pointed out the tendency of the manic individual to incorporate his 
environment and this attitude usually applies to food. He eats 
excessively, rapidly, and carelessly. 
ae ursing Management: The usual medical management of individuals 

tend to consume excessive food is to place them on a definite 
caloric diet. For the moderately <ctive individual, weight can be 
Maintained with 35-40 calories per kilo of body weight. The nourish- 
oa given at frequent intervals during the waking hours, using 
‘oods low in caloric value. Unless the dict is carefully directed, 
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these patients tend quickly to become obese and in such instances a 
gradual reduction in intake is more successful and less irritating to the 
individual than an abrupt one. These individuals accept frustration 
of any sort, particularly concerning food, with great difficulty; a 
denial of their oral cravings and gratification occasions more distress 
than any other form of frustration. Consequently, food may be used 
as a reward for the acceptance of reality in other fields. 


ALCOHOL ADDICTION 


The individual addicted to alcohol is an excellent example of the 
oral character as has been shown in the works of Knight, Rado, and 
others. We have observed that alcoholics eat a great many spicy 
foods and request various special sauces for their meats. They have 
many pronounced likes and dislikes. In the hospital, they consume 
excessive amounts of fluid in any available form, almost always 
preferring it out of a bottle if it is available: one patient drank an 
average of fifteen bottles of coca-cola a day over a period of some 
months, once consuming twenty-two bottles in one day. These 
individuals drink a number of cups of coffee with their meals and often 
ask for it between meals. Buttermilk, though rarely milk, is con- 
sumed freely between meals. Their oral cravings are also expressed 
in other forms. They smoke excessively, they make frequent visits 
to the dentist to have minor difficulties attended to, to have theif 
teeth cleaned, or just to have the dentist “look at” their teeth. Their 
tendencies to ask for and accept medicine is excessive; they take 
tonics, bisodol ‘'to assist digestion,” cathartics, and sedatives. Fre- 
quently the alcohol addict gives a history of periods of addiction tO 
one of the sedative drugs. 

Nursing Management: These individuals present an outstandinge 
problem in the nursing management of their food and fluid intake 
because, like all pronounced oral characters, they make-many demands; 
expect them to be carried out, and accept denials with much fretting 
and peevishness. As nearly as possible, they are given the regulat 
diet as planned by the dietitian.’ Coffee drinking is permitted as the 
patient desires unless there is some physical contraindication. Coca- 
colas and cigarettes are permitted at the shysician’s discretion- 
Medications are given according to the physician's order, and the nurse 
is expected to hold p. r. n. medication to a minimum. 
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INSUFFICIENT FOOD INTAKE 


Perhaps more frequently than excessive food intake the nurse is 
confronted with the problem of the patient who refuses food or vol- 
untarily eats an inadequate amount for his physical needs. Such 
situations are met most commonly in depressed patients, but often 
also in catatonic and hebephrenic schizophrenic patients. In the 
depressed group some patients have so much guilt about all oral 
activities which have become surcharged with hostile wishes, that 
they must deny themselves even the usually approved oral activity 
of eating; others have a great anxiety about eating because of the 
hateful oral impulses, and fear terrible punishments if they do eat. 

A typical example in this group of patients was that of a woman 
who contended that she did not need food because she had ‘‘no body, 
no bones, no blood” and was “not a human being.” She contended 
a she did not breathe, and that there was no purpose in her eating. 
RA attempt to deny these ideas or to persuade her to eat was met 
at — and the statement that ' noaie ever saw such a case 
ee a thus could not understand her.’ Another more common 
fat BS was that of a depressed man who refused food because he felt 
ibis fe was too sinful to eat, too unworthy to accept kind ministra- 
Pd a om the nurse or doctor, and too loathsome to cat such ‘‘fine 

was offered him. 

et Management: The ability to persuade the depressed patient 
sais b epends largely on the nurse's patience and understanding. She 
Snes, alert to use any opportunity which presents itself to try to 
rece patient's delusions. It is her responsibility to know the 
seis of the patient's food and fluid intake since the physician must 

oA aves Prescription of tubefeeding largely on her observations. 
patient erent type of problem is presented by certain schizophrenic 
uch A who are too excited or talkative or literally too busy"’ to eat. 
talked teaction’was quite marked in a schizophrenic woman who 
ra and walked almost constantly throughout her waking period. 
sha ema for the nurse to almost forcibly hold her in a chair 
istant the food into her mouth while she was talking. 2 ee 
served es the nurse can tempt the individual to eat food dainti y 
alg and also by choosing food that the individual particularly 
- In all instances it is essential that the nurse be exceedingly 
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patient and that she indicate no emotional reaction to the patient's 
refusal to eat. Of necessity she must often resort to spoonfeeding, 
and it is occasionally advisable to force the individual to submit to 
being spoonfed, though other patients enjoy the process because of 
the attention they receive. In such instances their attitude is remark- 
ably similar to that of a child who insists that his mother assist him 
in the use of his utensils. 

Fenichel points out that “If certain oral impulses are especially 
subjected to repression, a frequent result is an inhibition of eating, 
of which no child is ever free.” He cites ‘“‘the dislike for milk in 
persons who have unconscious wishes to regress to the nursing stage; 
or the dislike of meat, or of any red food which suggests blood, in 
individuals with strong cannibalistic trends..." 

If spoonfeeding is unsuccessful it is the nurse's responsibility tO 
notify the physician who may order a tubefeeding. The procedure 
of giving a tubefeeding presents various problems, but usually it 1s 
advisable to make an announcement to the patient concerning the 
physician's intention to tubefeed him. Preparation should be carried 
on so that the patient may see that the process will be carried out. 
In many instances he will ask to drink the feeding instead of being 
fed. Some individuals react with much resistance against being 
tubefed; they express fears of being hurt, they may wish to “starve 
to death,” or may have delusions such as that they “have no stomac 
so that there is no place for the feeding to go."’ Such individuals 
may have to be restrained during the time they are being fed and often 
for a short period thereafter because they make attempts to vomit 
the feeding. In contrast to this response some patients seem to obtain 
masochistic satisfaction from the feeding process. They willingly 
get into bed and accept the introduction of the nasal tube without 
any protest. 

It is our policy to offer every patient who is tubefed a tray at the 
slightest indication of his wanting to eat and in many instances to 
serve a tray at meal time, even though the patient has not given any 
indication that he may eat. Ir. such instances if we are unsuccessful 
the tubefeeding is given later. 


SPECIAL FEEDING PROBLEMS 


In addition to consuming too much or too little food, psychiatric 
patients present other types of special problems for the nurses’ solution. 
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A common occurrence is the hiding and secreting of food. In dealing 
with this problem it is necessary to take into consideration the patient's 
Conscious purpose in hiding and secreting it. It may be to deceive 
the doctors and nurses. Patients hide food from their trays pretending 
EC the nurse that they have eaten it. The observant nurse, however, 
is likely to find the food in the dresser drawer, on the floor, or under 
the mattress. 

A second type of deception is carried out by individuals who pretend 
to eat the food but dispose of it otherwise. A schizophrenic girl 
eae by Carlson who weighed 62 pounds (theoretical normal 
at t Sear 120 pounds) expressed the delusion that she weighed 
nia ol S. She frequently hid food under the mattress and then 
was ae books or other weighty articles in her blouse when she 
Ps ed. In such an instance it becomes necessary for the 

remain with the individual while she eats in order for her to 
oe amount of food. It is often helpful, as it was in this 
iting’ to reward the patient for eating the food served by per- 

A & some special privilege or activity. 
the es special problem is presented by the individuals who have 
schizo eed their food is “poisoned. This is illustrated by a 
the hes rate girl who over a period of a month prior to coming to 
rf Sole had had many paranoid delusions, the most pronounced 
Put pois centered about the belief that her relatives and friends had 
inadvis i in her food and “‘dope’’ in her coffee and cigarettes. It is 
ally is a € to attempt to contradict such opinions and only occasion: 
the food Possible for the nurse to dissuade the patient by “sampling 
nurse Sie In most instances these patients do not eat unless the 
tine in establishing confidence in herself through ai 
attention ss. Such a procedure takes much ‘time and interest an 
Confiden, on the part of the nurse. Only when she has established such 
ood ce is it possible for the patient to accept her word that the 

Served is not poisoned. 
inor problems are presented by the manner in which the patient 
Occasionally a manic or schizophrenic patient will mix all his 
o e Tn such an instance it is probably advisable oe 
a patie TON or interference. In attempting to win the frien ship a 
Sods a it is advisable to give him as much latitude in his choice o 
is possible. The therapeutic value of serving psychiatric 


p: 


ati 3 se 
€nts their meals is usually not sufficiently capitalized. Too often 
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every patient is served exactly the same tray and there is no evidence 
of individual consideration and rarely any effort to ‘‘prescribe’’ or 
emphasize the special value of a particular diet for the patient. 


SUMMARY 


Various types of problems presented by psychiatric patients in 
their attitude toward food and their manner of eating have been 
discussed. It is assumed that the nurses’ observations of such facts 
may be of special interest to the psychiatrist and psychoanalyst. 
These patients often present very practical problems to the nurse and 
suggestions have been made, based on our experience relative to their 
management. 
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PUBLICATIONS BY MEMBERS OF THE STAFF 


Knicur, Ronerr P.: Practical and Theoretical Considerations in the 
Analysis of a Minister, Psychoanalyt. Rev. 24:350-364, October 1 z: 
The case of a Protestant minister who was successfully analyzed or 

4 severe emotional illness is presented and discussed primarily from 

the standpoint of how much the analyst can or should interpret the 

religious Beliefs which are also colored and distorted by the emotional 

Conflict. The conclusion is reached that only the neurotic er ie 

of accepted religious beliefs should be interpreted, and not the fun - 

Mental beliefs themselves, even though these also may be unconsciously 
termined, 


Mrnsixcer, Wittram C.: Functional Disorders of the camote 
poaa Tract: The “Gastro-Intestina] Neuroses,” Am. J. Dig. Dis. 
uir. 4:447-453, September 1937- . 
discussion m4 meonctional eastro-intestinal disorders” in, general 
Rad of gastric disturbances, colitis, and constipation in particular is 
Presented with suggestions for their treatment with psychotherapy 
and other methods. The point is stressed that an accurate, penetrat- 
iÈ and detailed analysis of the psychological component 10 hepa 
lent’s illness should be made and that treatment in all cases mos h 
irected towards the total personality and not merely towards the 


st 1 : 
Omach, the intestine, or the colon. 


Minnene, Kart A.: The Genius of the Jew in Psychiatry. An 
Essay in Medical Leaves. Chicago, Medical Leaves, Inc., 1937: ; 
of mo Westion is raised as to whether the interest and pro = id 
ar Many Jewish physicians in psychiatry, headed of anne | y ve 
UF wn Some way specifically related (as Freud once suggest ) to | i 
i h nature.” Opposed to the concept, , Jewish Tne, on 
thor nevertheless concludes that insofar as psychiatry eee pi x 
sume o Otional identification with and intuitive understan ing e 
de cring persons the child who has himself suffered eee ane 

ee] psychiatric skill, and presumably the Jewish child does 


Boe that the Gentile child as the result of separatism no less than of 
P Judice, 
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BOOK NOTICES 


The Growing Child and Its Problems. By EmanueL Mirer. Pp. 231. 
London: Kegan Paul, Trench, Trubner & Co., Limited, 1937, J 
This is a compilation of essays by several English psychologists an 

psychiatrists. In the main, the problems (which include habits, 

play activities, neuroses, and educational guidance) are treated at 
summarily and timidly for the psychiatrist, although parents wi 
undoubtedly find many helpful suggestions. Two articles tasty 
special merit are: ‘The Adolescent Girl’’ by Laura Hutton, an 
“Personality Deviation in Children"’ by Clifford Allen. (E. E.) 


A Textbook of Mental Deficiency. By A. F. Trepcoxp, M.D. Price 
$7.50. Pp. 556. Baltimore: William Wood & Co., Sixth edition, 


1937. oi 

Ths book has enjoyed great popularity, this being its sixth edition. 
Several chapters of the present edition have been extensively re-written, 
and much material has been added to other chapters. This is a% 
excellent reference book on a subject which has probably receive 
greater attention in England than in America. (H.N. R.) 


The Common Neuroses. By T. A. Ross. Pp. 236. Baltimore: William 
Wood & Co., 1937. he 
The author leses his book to the general practitioner, who: 5 

believes, can treat successfully, “the great bulk’’ of functional i 

orders. This epitomizes his point oF view: he believes that m 

neuroses are of a minor character and easily corrected by on¢ abe 

necessarily trained in psychopathology. Most psychiatrists will | 
issue with his inclusion in this category of such problems as insole 
abdominal pains, impotence, frigidity, hypochondriasis, phobias 

hysterical paralyses, and hallucinations. CG. E.) 
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Introduction to the Rorschach Method. A Manual of Personality South 
By S. J. Beck. New York: Research Monographs, Am. oe 
psychiat. Ass’n., 1937. his 
Clinicians intereste in the Rorschach ink-blot test will find “ld 

manual, the only one available in English, indispensable. It sor 

do much to introduce greater standardization into the Ro ple 

Procedure. Theoretical discussion and a survey of the avat ane 

experimental results is not attempted, although Part II is devoted to fien 1 

necessary minimum of descriptive and explanatory material, tone fey- 

with tables of norms to be used in scoring and interpretation. *? rez 
nine verbatim records, scored and: interpreted, are presented 4S rep’ 
sentative of a variety of clinical groups. (W. A. vS 
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FOURTH ANNUAL POSTGRADUATE COURSE 


T April 25-30, 1938 
he Fourth Annual Postgraduate Course in neuropsychiatry of the 


Menninger Clinic will be held April 25-30, 1938; in Topeka, Kansas. 


par course was first given in 1935 by the staff of the Menninger Clinic 
CR onih of repeated suggestions by physician friends that a 
ers paenan in clinical neurology and dynamic psychiatry and 
ee aaa to cases met in general practice be made available to 
ninedine en. arna response to the announcement of such a course was 
SE o aa twenty-five physicians from ten states attended the 
To R week in 1935. pee . 
Wear in P t = ee as practical as possible it has been modified each 
of the a: ance with the suggestions and reactions of the grou 
the fae cian ag year. The enrollment is now limited to thirty, an 
She E ($35.00) includes the noon luncheons. 
an Perenn has been repeated each year since 1935 there has been 
Ourtcen BE y wider response. In 1937, for example, physicians from 
Practicin pe attended. The enrollment has included a number of 
Présentation eurologists and psychiatrists who have not found the 
More th s too elementary. Several men have taken the course 
than once, 
in na oe program has again been revised and is to be presented 
ready Jat ing and usable way. Detailed final programs will be 
er and will be mailed upon request. Address Dr. Robert 


ia chairman of the course. 
€ tentative program for 1938 follows: 


PROGRAM 


MONDAY, APRIL 25 
Orientation a P T EE evs 
sychological Factors in Medical and Surgical Conditions iy 


Case Presentation, especially illustrating examination and methods of study 
Í Robert P. Knight, M.D. 


1 

3:00 p.m ; 

4:00 ia Personality Development: Motives. . ; 

8:oo P m. Karl A. Menninger, M.D. 


Personality Development: Structure. . 
MOKER. à 


TUESDAY, APRIL 26 


1000 aon ake Neurological History and Examination. ..---- C. F. Menninger, M.D. 
lioo a.m, eqnniques of Personality Exa.nination....- Karl A. Menninger, M.D. 
e Nervous Breakdown and its Prodromata... . -- Robert P. Knight, M.D. 


Case Presentation, especially illustrating 4 
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developing neurosi: 


PROGRAM 
Gastrointestinal Neuroses...........--+--+ William C. Menninger, M.D. 
Differential Diagnosis of Neuroses....... ... Robert P. Knight, M.D. 


Group discussion of case histories presented by members 


WEDNESDAY, APRIL 27 


The Special Characteristics of Neurological Disease.. Norman Reider, M.D. 
Differential Diagnosis of Psychoses... ... Robert P. Knight, M.D. 
Schizophrenia. .........00see2-00025 ... Karl A. Menninger, M.D. 
Case Presentation, illustrating a schizophrenic psychosis 

Psychiatric Hospital Treatment.............. William C. Menninger, M.D. 
‘A. Use and Abuse of Sedatives 

B. Handling of Relatives of mentally ill patients.. Byron L. Shifflet, M.D. 


THURSDAY, APRIL 28 


Depia dare ananena G William C. Menninger, M.D. 
Emotional Factors in Physical Diseases. . Karl A. Menninger, M.D. 
Principles of Psychothera pys: scnissssisoweress Robert P. Knight, M.D. 
Case Presentation, illustrating the development and course of a depression 
Clinic in Child Psychiatry 

C. F. Menninger, M.D., and Douglass W. Orr, M.D. 
Picnic at Indian Hill 


FRIDAY, APRIL 29 


Treatment of Neurological Diseases 
Application of Psychotherapy Principles. 
Psychoanalysis as a Method of Psychotherapy 
Case Presentation, especially illustrating treatment procedures 
Psychological Factors in the Relationship of Physician and Patient 
Karl A. Menninger, 1. 


ainar ena ita Norman Reider, M.D. 
< Robert P. Knight, M.D. 


Bernard Kamm, M- 


M.D. 


SATURDAY, APRIL 30 
Psycuratric Aspzcrs or Some CLINICAL SYNDROMES 
D. 


Impotence:and Fiigidityss arais iasa ses sevens Karl A. Menninger, ue 
Alcohol and Drug Addiction ... Robert P. Knight, Ma 
Cardiac Neuroses . William C. Menninger, M. 
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BLOOD PRESSURE STUDIES ON PSYCHIATRIC PATIENTS 
By Norman Rerper, M.D. 


a is and bearing of blood pressure to psychiatric problems 
‘isuaill: z investigated in several ways. 1. The deviations from the 
Pisin, oie standards of blood pressure have been studied in the 
of iad fa iatric clinical entities. Positive results from this mode 
n Oe ave been obtained only in consideration of the organic 
tehsion t Sa which cerebrovascular disease associated with hyper- 
there Aa A a rôle and in schizophrenic patients: In the latter group 
Rietions l cen bbonn by some authors??? to be present autonomic 
by ae facile than in normal subjects. This trend is borne out 
Phrenic ie that systolic and diastolic blood pressures 1n schizo- 
the ima oan are significantly lower than the average normal, that 
tionship and diastolic blood pressures bear a more constant rela- 
ings would each other than they do in normal subjects. These find- 
are relati ey to show that vasomotor responses of schizophrenics 
manic-de ve y sluggish.‘ (Similar series of investigations 1n cases of 
are es psychoses is lacking.) The above mentioned studies 
entire pr cat for their results upon statistically derived data from an 
A eap of patients observed mostly under basal conditions. , 
gation a method of study of the broad problem is the investi- 
blood pr possible correlation of the intra-individual variations in 
i5 Cee with concomitant variations 10 emotional isa 
an eoo the method of approach employed by Menninger 
Valuable « authors cited by him. Both of these methods have their 
Skora contributions. 
the Ary cae the appearance of the study b 
With oe sa test, investigation was begun Re tae ee 
informati ject of discovering if this test could add to gee 
ba oe about blocd pressure.in relation to psychiatric pro ems. 
Teadings e studied forty-five patients in which he took blood pressure 
€action very minute for ten to thirty minutes noting the variations. 
` s to the cold pressor test of Hines and Brown were compa- 
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rable to those obtained by the originators of the test, except that 
consistent results were not obtained in four of thirteen individuals 
retested. Neither spontaneous variations in blood pressure nor reac- 
tions to the cold pressor test, had any demonstrable correlation in 
this series with the emotional states, the author concluded. White 
and Gildea? found that in fourteen normal subjects, eleven non-psy- 
chotic patients with somatic and subjective evidences of tension and 
anxiety, and ten psychotic patients, the cold pressor tests gave results 
which were in accord with those of Hines and Brown. Almost all 
of these patients fell into the group of normal reactors, though in 
each group some hyper-reactors were found. White and Gildea also 
noted that an absolutely constant basal blood pressure could not be 
maintained. They found five systolic hyper-reactors in the non- 
psychotic anxious group and relate these to similar findings by Hines 
and Brown® in cases of neurocirculatory asthenia. They believe, 
however, that there is little evidence that patients suffering from the 
“effort syndrome”’ are potentially hypertensive. 

White and Gildea® found a study of the heart rate with the cardio- 
chronograph more significant than the cold pressor studies. They 
did not make observations of spontaneous changes in blood pressure 
with which to correlate the cold pressor test, Osgood? did so but 
under basal conditions. It was one of the purposes of the investiga- 
tion, which I am about to report, to attempt correlations betwee? 
the cold pressor tests and the variations in blood pressure under non- 
basal conditions, for it is precisely the variation of the blood pressu? 
which occurs under any and all observable conditions which may be 
the significant ones and not merely those which occur when the p% 
tient is lying down at rest. 


MATERIAL AND METHODS 


Fifty-one resident patients and six out-patients were the basis of 
the study, the latter being several of a group of hypertensives whic 
formed the basis for the study by Menninger.’ Each patient was 
given at least one cold pressor tést. Daily blood pressures were taken 
on the entire group of patients for periods varying from one to three 
months. Ona group of ten patients, blood pressures were taken every 
two hours for a week (except when the patients were sleeping) 4% 
these results were compared with those of a series of readings taken 
each day (at irregular intervals) on the same group. The same ranges 
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and frequency distributions were obtained by these two methods and 
hence the two-hourly method was abandoned in favor of the daily 
reading. 

THE COLD PRESSOR TEST 


The results of the cold pressor test are interpreted in the same way 
as by Hines and Brown.’ However, inasmuch as some patients 
showed a rise of twenty-two millimeters of mercury or more in either 
the systolic or diastolic pressure, but not in both, the respective desig- 
Nation of systolic or diastolic hyper-reactor is used for them. A 
summary of the results of this classification is given in Table I. 


TABLE I 
er ONLY ONLY 
HYPER- | SYSTOLIC | DIASTOLIC 
DIAGNOSIS OF SUBJECTS nuwer |OREYPO- | peacron | HYPER: | HYPER. 
REACTOR REACTOR | REACTOR 
M |a ee aa Și ——- 
Ninizophrenia eee eee Ts 19 II 2 I 5 
anic-depressive syndrome.......- 12 9 2 ł o 
Neuroses , B 
BAE Ree le gay 16 9 4 3 
Sc 
H cilancous group of psychoses .. . 4 2 È o o 
DPSRCCHS OR iria iain E 6 o 4 2 o 


If one disregards the hypertensive group, which was not made up 
s Psychiatric patients, the total number of hyper-reactors in the re- 
Maining group of fifty-one is twenty or forty-one per cent. This cor- 
responds well with the group of 388 subjects with normal blood pres- 
ie te whom ninety, or forty-three per cent, were hyper-reactors as 

y Hines and Brown. 
c: Repetitions of the cold pressor tests yielded the same results in all 
ases except one which will be discussed ‘in detail below (Case 3, 
Page 71). 
tiene vations were made on the psychological — of the a 
rel S to the test itself. Hines and Brown noted that there was 
ation between the degree of sensitivity to cold and the degree of 
Pain that it caused. Such was als noted in this group of patients. 
.. hon-psychotic patients who withdrew their — from oa 
the ater because it was too cold showed a low level of aspiration a 
Dembo test.? Five of the schizophrenics did likewise but coul 
© persuaded to coöperate with reassurance. In contrast to these it 


r 


68 NORMAN REIDER 


is noteworthy that none of the entire manic-depressive group, all of 
whom were depressed, ever withdrew his hand from the water, and 
only one of the twelve complained of the pain or cold. The others 
were either silent or spoke much as they were accustomed to, in hy- 
pochondriacal terms or with reference to their depression. This ob- 
servation lead to the utilization of the variations of the technique of 
the test as a device to show how well some of the patients withstood 
a painful external stimulus. Hence, after the test was done, it was 
repeated with the statement to the patient that the examiner wished 


the hand kept in the ice water as long as possible but that the pa- ` 


tient should feel free to remove his hand whenever he desired. The 
results of this variation were much as might have been expected ac- 
cording to the degree of contact the patient had with reality. The 
schizophrenic patients and neurotic patients varied considerably in 
their type of response. Some of these kept their hands in no longer 
than two minutes, and withdrew with remarks like ‘To hell with it!”’ 
or “It's too cold! I can’t stand it anymore.” Two of the paranoid 
schizophrenics, while enduring the pain, made no move to remove 
their hands but remarked, ‘Why do you torture me like this?’ The 
depressed patients consistently bore the test without complaints €x- 
cept for the one case mentioned. One of the depressed patients with- 
stood the ice water for seven minutes, and her only remark, made with 
a smile, was “TIl knock you dead for this." This remark made at 
the end of four minutes, was accompanied by a fall in the systolic 
blood pressure of twenty millimeters. It returned to the previous 
level immediately. The most frequent type of reaction seen with pro- 
longed immersion of the hand was maintenance of the maximal level 
of the blood pressure. In a few cases there was a compensatory fall 
from the maximal level, and in others a slow rise above that give? by 
the initial immersion of the hand. No correlation between these vari- 
ous responses could be demonstrated with either the state of anxiety» 
sensitivity to pain, or any other observable clinical datum. 5 

Hines and Brown’ stated that patients with neurovascular asthenia 
were hyper-reactors. The indefiitite and vague quality of this diag- 
nosis permits no comparable observations from this study. However, 
the possible rôle of anxiety could be investigated. Of the fifteen pa- 
tients in whom anxiety was a prominent clinical symptom six were 
hyper-reactors. 
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The group is not large enough for definite statement, but it appears 
from this series that there is no more tendency for patients with anxiety 
to be hyper-reactors than those of any other non-hypertensive group. 


BLOOD PRESSURE RANGE AND THE COLD PRESSOR TEST 


i To our knowledge there has been no reportof the statistical correla- 
tion between measurements of the intraindividual variability in blood 
pressure and the individual responses to the cold pressor test. From 
the report of Mueller and Brown? who showed that blood pressure 
range and the deviation from the median reading is greater in the hy- 
Pertensives than in the control group, one would expect that there 
Would be à high correspondence between the responses of the cold 
pressor test and the variability in diurnal blood pressure readings. 

The data we have accumulated are not sufficiently large to answer 
this question. Furthermore, in this series too many discrepancies 
na po were found to warrant any generalizations. An exam- 
Eoo of our statistics shows that the hypertensives gave the greatest 

es on the cold pressor test and also had the highest ranges of 
fe rolis and diastolic blood pressures, highest median and me 
absolut a the greatest deviation from the median if meane in 
erian gures, such as the quartile deviation. By contrast, t i) 
the ‘ra the lowest reponses in the cold pressor test had, as a rule, 
and the en ranges of blood pressure, lowest median and mean pressures 

The smallest quartile deviations. me. 

ne ate reactions, then, are those of parti ar in i 
ae a a schizophrenic woman of twenty-four, w. i ae l 

lood as 92~106 and diastolic 60-72» consistently showed a a : 
Prom: Pressure from four to eight millimeters during the test wi 

Pt return to the resting level as soon as'the hand was withdrawn. 
those with normal blood pressures and ranges who were hyper- 
a, little can be said except that they may belong ame 
hontai group as the normal hypet-reactors of Hines and B : 
i like to call attention to a type of paradoxical reaction no 


itherto described. Two of the depressed patients had histories or 


evi 
rile hypertension and abnormal diurnal blood pressure ranges 
A third patient, who was 


a were hypo or, normal reactors. he onl 
tted to the hospital in an acute confusional state, was = e only 
Who showed a definite change in the response to the cold pressor 


adm 
One 
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test. Brief case histories will illustrate the paradoxical nature of the 
reactions. 


Case r. 39-year-old author who had had several severe depressions 
was admitted to the hospital after a suicidal attempt. Psychoana- 
lytic study and treatment showed that his depressions were due to tre- 
mendous hostility toward members of his Emily which was turned 
aain himself. During his depressed periods he made complaints 
about his heart. Throughout his stay in the hospital he had numer- 
ous extrasystoles, but no evidence of organic heart disease can be found. 
His blood pressure range was 128-176/70-112 with a mean and median 
of 150/96. The quartile deviation from the median was in the upper 
range and belonged with the hypertensive group. Yet repeated col 
pressor tests never gave a response of more than eight millimeters 
systolic and twelve millimeters diastolic. During the days while he 
was depressed his blood pressure was 170/110 with little variation. 
As soon as he began to feel improved his blood pressure fell. Eventu- 
ally, he made a complete recovery under treatment. Yet, even while 
nearing the close of his treatment events which would have depresse 
him formerly did not do so, but would cause a rise in his blood pres- 
sure. This case was one of the clearest to demonstrate how represse! 
feelings of hostility bore a direct relation to elevation in blood pres- 
sure. Furthermore, it may be indicated that in this individual the 
vasomotor system was especially reactive to internal stimuli and very 
little to external stimuli, like the standard stimulus of the ice water. 


Case 2. A 48-year-old foreign born woman had lived all the early 
part of her life in extreme poverty as an orphan, had an unusual series 
of severe psychic traumata throughout her life. In an accident she 
lost the sight of one eye. Her marriage turned out to be a failure þe- 
cause her husband developed epilepsy. She finally thought she ha 
found some comfort in the home fe brother, and then the brother $ 
wife became a cardiac invalid. She bore all of her unhappiness wi 
out any show of resentment until shortly after her sister-in-law el 
ill. She became restless ar night and anxious. A physician found she 
had a hypertension (degree unknown). Gradually, her tension ma 
anxiety increased, she became depressed and agitated, and was broug 
to the hospital for treatment. 4 d 

During her six month stay in the hospital her blood pressure range 
from 110/70 to 250/120 with a mean of 174/96. Yet, ten cold press” 
tests never gave a rise of more than ten millimeters in either the sy$ 
tolic or diastolic readings. Even at the times when her blood pressute 
was 110/70 no more rise than ten millimeters could be obtained: 
There was not nearly the correlation with emotional factors available 
in the study of this case as there was in the first cited, but in genet 
when she was less agitated and depressed her blood pressure was lower. 
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While she was in the hospital, her sister-in-law died. When she 
was informed of the news, though she showed no immediate outward 
sign of feeling except incredulity and expressions of disbelief, her blood 
pressure immediately rose from 200/120 to 250/120. She finally be- 
came convinced of the truth of the news and began to grieve. Two 
a later in the midst of her severest grief her blood pressure was 

40/100. 


Case 3. A 53-year-old housewife, who had been in good health 
until the death of her mother, two years before admission to the hos- 
pital, became concerned about her health and developed a fear of 
hypertension. Her home life was an unhappy one because of her 
husband's cruelty. She bore his attacks without complaint, but her 
physician noted her blood pressure rising until it reached 200 milli- 
Meters systolic. (No record had been kept of the diastolic readings.) 
he night after her last visit to her doctor, when she was told her 
lood pressure was 200 she became acutely psychotic. Her blood 
Pressure fell suddenly to 110/40. When she was brought to the hos- 
Pital her pressure was 138/68. She was delirious, confused, and had 
many hallucinations and paranoid delusions. There was at no time 
nee of cardiac decompensation. She improved slowly; and her 
od pressure increased. During her stay the systolic range was 138 
of ae and the diastolic 68 to 100 with a median of 148/80. In view 
cell e history of hypertension it was not surprising that her earlier 
Pressor tests gave a systolic response of twenty-six millimeters. 

ae Prior to her leaving the hospital when she was mentally clear, an 
blood pressure was 140/80, her response to the cold pressor test 
as an entirely normal one of twelve millimeters. This is the only 


case in which so marked a change could be found. 


DISCUSSION 

The point of greatest interest to me in this investigation is the 
Possible significance of the above mentioned paradoxical responses. 
a a it is of no great moment for a study to repeat, ate 
Moh weg the well known fact that emotional factors may ue 
TON FISS dn: blood pressure. Nor is it of great impare to pra 
toa E tiani patients follow the normal groups in their E : 
Were tandard external stimulus like the cold pressor test. Ae 
© possible to explain, for instance, why five of the schizophrenic 
Patients in this series were diastolic hyper-reactors with normal blood 
Ee tanges on the basis of a study of dynamic mechanisms, some 
Ntribution might be {nade to the understanding of both syndromes 


YPertension and schizophrenia). 
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It is assumed, though it can never be proven, that taking numerous 
blood pressure readings on patients at various times is bound to show 
the effects of emotional conflict if there are conflicts reflected in the 
vasomotor system. The experience with some cases indicates that 
this is true. All that can be inferred for this study is that no psycho- 
logical factors could be demonstrated which would show why some 
persons react more to a standard external stimulus than they do to 
emotional stimuli. However, from observing those cases which, be- 
cause of their elevated pressures and abnormal diurnal ranges, should 
theoretically be hyper-reactors but are not, it can be concluded that 
there are individuals who show a much greater vasomotor response to 
internal emotional conflicts than to a standard external stimulus. 
Furthermore, in these cases there is very good clinical evidence that 
the hypertension is directly related to repressed feelings of hostility. 

The following hypothesis is therefore offered as a tentative working 
basis for a future investigation in the problem of the relationship of 
hypertension to emotional factors: that if the response to the cold 
pressor test is normal in a person who has hypertension or abnormal 
diurnal blood pressure range, psychological factors may be assumed to 
be paramount, and bear direct causal relationship to the hypertension. 
This assumes, of course, that demonstrable organic lesions are absent. 


SUMMARY 


1. Fifty-one psychiatric patients were studied in regard to response 
to a standard external stimulus, the cold pressor test, and their diurnal 
blood pressure variations. 

2. The entire group gave responses similar to those of a series of 
non-psychiatric patients studied by Hines and Brown.® < 

3. The paradoxical responses were shown to have particular $18- 
nificance from the psychiatric point of view, and it is considered that 
the cold pressor test may be of particular value in signalizing the 1™- 
portance of psychological factors in those cases of hypertension which 
are not hyper-reactors to the test. 
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EMOTIONAL FACTORS IN HYPERTENSION* 
By Kart A. Mennincer, M.D. 


As I consider the elaborate and thorough-going discussion of renal 
medicine which has been prepared by your committee for this Graduate 
Fortnight, I am appalled at the responsibility which devolves upon me 
as almost the lone contributor to a consideration of the psychological 
factors indisease. That this aspect of the symptom of hypertension or 
of the diseases in which it occurs should have been included on the 
program, even this once, may be taken as an indication of the change 
in medical attitude since those days when a reference to psychology was 
tantamount to a reference to spiritualism or necromancy. If, on the 
other hand, one brief hour out of hundreds devoted to this point of 
view seems disproportionately small, it may be charged in part to 4 
lingering reluctance to consider psychology a definite science, and, in 
part, to the far greater precision of the microscope and the test tube as 
compared to our measurements and estimates of human behavior and 
emotion. 

Since I have so large a subject to present in so short a time I cannot 
now analyze further our resistances to psychological concepts in medi- 
cine or refute the impression that the scientific method cannot be an 
has not been applied in psychology as in physiology and chemistry: 
I shall indicate first the point of view which I think probably cof 
relates the psychological, physical, and chemical findings in disease; 
then I shall present some of the psychological data which have been 
accumulated concerning the subject of hypertension, abbreviating the 
physical and chemical aspects which have been so excellently presente 
in previous lectures here. I shall indicate some of the practical diffi- 
culties in arriving at more definite and exact conclusions than we can 
offer at the present time, and, finally, I shall submit a few practica 
suggestions. 

Point of View: I truly believe tkat the word psychogenic has done mote 


* Presented before the New York Academy of Medicine: Graduate Fortnight, No- 
vember 5, 1937 and published in the Bulletin of the N? Y. Academy of Medicine, 
14: 198-211, April 1938. Approximately simultaneous publication in the Bulletin 
of the Menninger Clinic is by arrangement, through the courtesy of the Editors a 
the N. Y. Bulletin. 
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to confuse the issue of the emotional factors in disease than to clarify it. 
Psychogenic as applied to an illness implies that the disease arises 
some way or other in the patient's mind and, with the persistent 
medieval concept of mind which prevails not only in medical thinking 
but elsewhere, this is equivalent to saying that some diseases are con- 
sciously or unconsciously conjured up out of “mind-stuff” and de- 
posited upon a surprised and unwilling body which functions accord- 
ing to physical and chemical laws independent of psychological laws. 
As one intensely interested in studying the emotional factors in dis- 
ease, and one who has proposed numerous postulations concerning the 
contributions of these factors to disease, I should like to make the bald 
statement that I do not believe that any disease is psychogenic. 

Such a one-sided attitude is no better than that held by the clinician 
who totally ignores the psychological factors in disease and thinks of 
disease solely in terms of physics and chemistry. For I do not believe, 
Cither, that any disease can be accurately described as physiogenic or 
Chemogenic. Physics overlaps chemistry and both overlap psychol- 
V bas hs laws of one are not the laws of the other in our present 
2 hee th The time may come when we may describe ina 
the blo A ematical language a stone in the kidney, an antitoxin in 
tts a stream, and the reactions of a child who sees his mother 
Suet. f But at the present time we scientists must profit by the 
porn r € of Aesop's six blind men and the passing elephant. We must 

ay our hands upon it from the vantage point that is ours and, 
ee bg results and trying out hypotheses to explain the dis- 
one eae an.onr observations, instead of contradicting and ignoring 
bling F er's data, we may avoid the ignominious errors of the six 

Philosophers. 
aa ig is that asa result of traditional medical education, most 
cally T examined physically and chemically but not ees 3 
after “a Hy would call a man a quack who treated a case of appen icitis 
tion; i ing a psychological examination but no De et 
tenia sd should we condone the treatment of a case pi om y 
e a physical, but no psychological examination? La = y 
would ve to the theory that in every disease the prope ale igation 
We mus es psychological as well as physical an : a pk. 
fee Ms ieve in the existence of a special psycho ogy ‘a | 
cally = erhaps the medical textbook of the future will system a 
d Pply these. For the present, we must content ourselves with a 
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much better knowledge of the psychology of certain kinds of indiges- 
tion, for example, and even of gastric ulcer, than of the psychology of 
chronic nephritis or carcinoma. And now for the psychology of 
hypertension: 

Hypertension is, of course, not a disease but a physical condition 
which is easily ascertainable and measurable. Parenthetically, I 
have often wondered if the introduction of the sphygmomanometer 
has not killed more patients than it has saved. In our search for defi- 
niteness in biological science, it is difficult to remember that precision 
in measurement is not equivalent to accuracy in interpretation. The 
feeling of security which followed the introduction of this ingenious 
device of Riva-Roci and von Basch led us astray and numbers became 
more important than meaning. Many a doctor has frightened his 
patients to bed if not to death with an ominous and incorrect intet- 
pretation of the incontrovertible figures of the dial or mercury column. 

But hypertension is a condition in which not only the physical but 
also the psychological factors are readily recognizable, although the 
latter are not so easily measurable. The parallelism of blood pressure 
fluctuations and emotional fluctuations was one of the early phys! 
logical correlations.* 


* The influence of the theories which embodied the organic explanation for the 
increase in peripheral resistance in primary hypertension has not as yet been erased. For 
this, the term hypertension itself is largely to blame in that it implies a static phenome- 
non. The lability of the blood Pressure, first recognized by Gumprecht?, emphasized by 
Mosenthal and Short® is the'most singular characteristic of essential hypertension and is 
not sufficiently appreciated. These striking fluctuations of the blood pressure imply z 
morbid physiology, only the sequelae of which can be anatomical. In the opinio” > 
Kylin" this lability of the blood pressure is explainable only on the basis of a vasomotor 
disturbance, which is in accord with the view of Norris* and his associates who state 
that the vasomotor mechanism in patients with essential hypertension is sensitized 49 
that hypertension in those instances is simply an exaggeration of a normal physiologic 
blood pressure response. These contentions are substantiated by the findings of maelan 
that the diurnal and nocturnal fluctuations in blood pressure in normal individuals and i 
patients with essential hypertension differ only in degree, and that patients with essentia 
hypertension show extreme reactions to stimuli which in normal persons would cause a 
mild reactions. That is to say, the blood Pressure responses to emotional stimulation # 
the hypertensive and in the normal individual are qualitatively the same, the 
being only from a quantitative standpoint. That the ordinary and usual inc 
life Provide stimuli sufficient to cause marked fluctuations in the blood pressures ci 
tients with essential hypertension has been demonstrated by Brown,’ O'Hare™, 
Mosenthal and Short,22 
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Of course we have learned a good deal about blood pressure since 
those earlier days.* We—or some of us—have ceased to look so assid- 
uously for a ‘‘cause’’ of hypertension and have sought rather to under- 
stand its total significance. From the physiological and anatomical 
standpoint, we are quite generally agreed that it is due to vasocon- 
striction and that the vasoconstriction is due to sympathetic stimula- 
tion and parasympathetic inhibition. That these effects accompany 
Or are accompanied by emotion is also generally.accepted. 

Whether the emotion is a cause or an effect of the hypertension still 
Seems to puzzle many writers. On the one hand, many physiochemi- 
cal researches proceed as if the emotional reactions were by-products. 
On the other, many practical procedures such as the lie detector} 
Proceed upon the assumption that emotional disturbances can cause 
blood pressure fluctuations. 

At this point may I refer again to the elephant and the six blind men. 
Tsee no reason why we should feel it necessary to seek for first causes 
when our daily experience, if not logic and philosophy, convince us 
that none such exists! What impresses some physicians who palpate 
the elephant is the fact that they find certain definite, characteristic, 
Structural and chemical pathology in advanced and fatal cases of hy- 
Pertension, What impresses those who have made psychological 
¢xaminations of the same elephant is three-fold: 

G) The fact that transient hypertension may be induced in persons 

by emotional stimulation. 

G) The fact that some of these cases show gtoss pathology of emo- 

tional status or reactions. 

as older writers, of course, hypertension was primarily ae oF a 
area ee rae which in some toxic or apace pose ON ai pi ed 
oe aa en this theory was exploded by further clinica! ee sei 
ealn e — a so geen of the carol sinus 
and numerous i ae oe sha a pe “ae vce of which has been dis- 
Proved nea ae er agents hka inculpate > one after a mae 

c fundamental etiologic bases of arteriolar hypertension” - 


Hugo re theory upon which the deception test is based was age far peepee 
Pressure Uensterberg of Harvard suggested the use of an instrument E recor ig blood 
experime Pulse and respiration for the detection of guilt in 1907, and in a Pee 
raed oo with a blood pressure technique for detecting Goren : oe en 
Ornia, cd the work under direttion of Chief of Police August y aoe er 2 coe n 
tnmen succeeded in establishing a successful technique- Keeler esigned a ie 
5 Or recording simultaneously the blood pressure and respiration over a period o 


time ae 
© which is widely used today. (See also Inbau"*.) 
> 


78 KARL A. MENNINGER 


(3) The fact that chronic hypertension may sometimes by reduced 
by various procedures essentially psychological in nature. 
Without attempting to solve the riddle, which may be, after all, 
like the riddle of the priority of the chicken or the egg, I propose to 
devote my remaining time to an examination of these three sources of 
psychological data. 


I. TRANSIENT HYPERTENSION IN NORMAL PERSONS 


I have already discussed this briefly. The only point I would add 
here is an echo of what is now becoming increasingly familiar to all 
investigators; namely, that we do not know very definitely what a 
normal blood pressure curve looks like, since single readings are almost 
meaningless and continuous readings almost impossible to obtain. 
Hence hypertension is a relative term of great inexactness. I have 
seen the systolic blood pressure of a patient who was being examined 
by an assistant mount fifty millimeters of mercury merely as a result of 
my entrance into the room. We have no way of knowing how much 
it may have mounted previous thereto as a result of my assistant 
entering the room, or as a result of applying the cuff. The practical 
utility of the lie detector has been proved, but what we do not know 
is how much the anticipation of applying the lie detector may have 
affected the arterial tension in the first place. Of course this does n0t 
invalidate the test. I simply mention it to show that until we are 
able to take a patient's blood pressure without his knowing that we 
are taking it, we have’no way of knowing what it was. We do know 
that the blood pressure of a person with what we call normal vaso” 
motor stability usually rises with certain emotional states, which may 
be experimentally stimulated, and returns rather promptly to a lower 
point. To explain a systematic elevation of blood pressure it would be 
necessary to assume a continuous series of such stimuli. This, ° 
course, is one deductive theory offered to explain tke relation of eo 
emotional pathology found in actual cases of hypertension tO tha 
hypertension. We shall look next at some of these cases in whic 
this continuous or chronic emétional pathology has been found. 


2. EMOTIONAL PATHOLOGY IN HYPERTENSION 


apparent 


We psychiatrists sometimes reproach internists for their oe 
ht be 


disinclination to seek for the psychological data which mig 
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lated to the continuous autonomic stimulation which results in the 
continuous splanchnic constrictions, which result in the hypertension. 
I want to withdraw all my reproaches, because I can testify from per- 
Sonal experience that collecting data regarding the emotional factors 
in hypertension is for many reasons an exceedingly difficult task. 

For one thing, one must distinguish between conscious and uncon- 
scious emotional factors. It is hard enough to uncover the conscious 
emotional pathology of a patient and to evaluate its strength, its 
effect upon his total personality and upon his vascular tension in par- 
ticular. It can be done, usually, if one has the patience to listen to 
what the patient has to say. But it is still harder to get at the uncon- 
Scious emotional factors, those which the patient cannot tell us about 
even if he would. This requires the psychoanalytic technique, and, 
therefore, a great amount of time. 

It is very hard, too, to separate the emotional factors stimulated by 
the physician himself and by the whole program of examination and 
treatment from those more continuously operative. Again, even when 
pee discovers and evaluates the emotional factors in a particular case 
quite definitely, it is exceedingly difficult to show except by deductive 
hypothesis just how or how much these things affect the blood pres- 
Sure. It is impossibly absurd, for example, for a psychoanalyst who is 
listening quietly to a patient who, with sobs and tears, is confessing 
eos poignant source of anxiety, to interrupt this by leaping from his 
Chair to seize and apply a sphygmamonometer. Or consider this 
complication: I was conversing with a patient with: very severe hyper- 
tension while an assistant took blood pressure readings regularly every 
two minutes. The patient had voluntarily renounced smoking after 
Many years of heavy addiction. I proposed that we observe the effects 
of Smoking a cigarette and he willingly cooperated. My assistant re- 
doubled his efforts to make accurate consecutive readings. While we 
ae Waiting fôr the cigarette “to take effect,” my patient suddenly 
“membered a distressing occurrence which had taken place in his 

Ome the previous week and began to relate it in detail. His systolic 
- pressure rose thirty millimeters of mercury but whether from 
Cigarette or from the recollection, who can say? 
‘¢vertheless, in spite of all these difficulties some definite psycho- 
Bical studies have been made both of the conscious and of the un- 
Conscious emotional factors in hypertension and some fairly definite 
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tentative conclusions arrived at. Wolfe*, Dunbar*:’, Hill’, Stevens?’, 
Solomon®:*8, Fentress, Darrow®, Alexander, Moschcowitz”!, Fah- 
renkamp, Alkan, Schultz, Moos, Müller, Mohr, and other writers 
have reported such studies. The findings correspond fairly well. 
They indicate that patients with hypertension are characterized by an 
external poise, often gentleness and amiability, beneath which there 
exists a strong undercurrent of fear which arises from the existence of 
strongly repressed aggressions, usually dependent upon resentment 
over threats to the patient's dependent security. To re-phrase this 
rather condensed statement by a paradigm, I should say that hyperten- 
sion might be expected in a patient whose early childhood was threat- 
ened by poverty, death or other disaster whereby he was forced into 4 
premature self-reliance which later shows itself in the form of more Of 
less external (material) success, but accompanied by a constant inter- 
nal anxiety set up by actual or fantasied threats to his security. Upon 
examination such patients completely deny or reject all suspicion of 
resentment, hate or fear but describe situtations in which such emo- 
tions could not but be stimulated. Continued study of such patients 
often evokes, suddenly and sometimes to the patient's great surprise, 


* Wolfe®® studied hypertension cases in the medical department of the Columbia Medi- 
cal Center. He believes that the development of hypertension is the result of represse 
C.c., unconscious) emotional factors, chiefly aggressions, hatred, and guilt feelings- 

“To what extent this situation is specific we are not ready to say. It seems note- 
worthy, however, that successful handling of this factor alone . . . surprisingly often 
leads to improvement or even symptomatic cure, although the fundamental neurosis mA 
not have been adequately treated.” He cites a case of a single man of 25 admitted to t k 
hospital for hypertension, his blood pressure being inthe neighborhood of 160/90- ages 
also had some fears of fainting and was found also to have deep but largely repress? i 
sentment and hate. His dreamis, for example, were of a predominantly sadistic mat 
chistic character. After three months of superficial psychotherapeutic treatment © 
phasizing relaxation, his blood pressure was reduced to 136/88. 6 ama 

Dunbar’, working in the same clinic, reports among others a case of hyper ea te 
married woman of 39. Her blood pressure on admission was 190/100 and was said to a 
been higher previously. A careful psychiatric study showed that there was much ee 
for the existence of great resentment, añxiety and hostility and when these a 
were to some degree brought to consciousness and related to her symptoms, she weet 
a marked improvement in her external adjustments and coincidentally a drop in her } h is 
pressure to an average of 130/90. This was accomplishd in a few months, eae 
rather extraordinary in view of the fact that she had been an invalid on account oF $ 
symptoms for the preceding eighteen years. 
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frank avowal of such feelings, and then, the real (i.e., the original) 
reasons for them. 

I remember, for example, a dramatic experience with a patient, an 
author, who came to us because of the sudden loss, two years pre- 
viously, of her ability to write. It was discovered incidentally that 
her systolic blood pressure readings were continuously over 200 mm. of 
mercury. After a few introductory sessions in my office during which 
she was pleasantly, but irrelevantly, communicative, she suddenly 
asked for paper and pencil, ceased talking and began writing auto- 
matically. The handwriting was not her own and the communica- 
tions were signed by a strange man. She had never done this before. 
She dashed off hundreds of pages in this way during the next few weeks. 
She was amazed at what she wrote since it concerned herself, inti- 
mately, and while she was able to confirm its truth after she had 
written it, she insisted that she had known nothing about it prior to 
the automatic writing. Among other things she confessed frank 
wishes to kill her mother for reasons, also given, which seemed at 
least partially to justify such wishes. She ultimately regained her 


ability to write professionally and, incidentally, her hypertension 
diminished. 

A more characteristic example is that of an old maid who for thirty 
Years had been the trusted private secretary of the executive head of a 
latge business. Apparently he had supreme confidence in her and was 
absent from his office weeks and even months at a time. Much as she 
‘Appreciated this confidence, however, and great as her admiration and 
respect for her employer were, she was exceedingly distressed by the 
8towing rebellion of factions in the business which threatened to 
Overthrow his control of it, and, incidentally, remove her from her 
Position. When she would appeal to him to return and assume the 
i m ibility of controlling the business, he would reply that he a 
u nfidence that she would do the right thing. This she felt totally 

nequal to, but never one word of criticism or reproach of her employer 
ag Pass her lips even in the intimacies of a professional Ce 

n This repression and psychic tension was associated with a hig 


a of arterial hypertension. 

ig the same line I might mension that in sever: ‘ akae 

tea made blood pressure readings in connection with psyc. : 
tment I have observed a temporary increase of blood pressure tor 
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several months toward the end of the analysis, corresponding with the 
resentment and fear experienced by the patient over the contemplation 
of being extruded from the protective care (as he envisages it) of the 
physician. Of course an analysis is incomplete if this fear and con- 
comitant hypertension have not receded as the patient takes a more 
realistic view of the situation and increasingly utilizes his capacity for 
directing his hostilities into useful channels, thereby also reducing his 
feeling of helplessness. 

The objection may be made that cases of hypertension studied by 
psychiatrists are exceptional in nature and hence not suitable material 
from which to draw general conclusions about hypertension. With- 
out conceding this to be a valid objection, I personally undertook, as 
have some other psychiatrists (op. cit), to make psychological studies 
of cases, referred by some cooperating internists for this purpose only: 
My purpose was to see if a week's intensive study would lead to any 
inferences as to the probable nature of the unconscious material, and to 
any practical conclusions as to the significance or potency of the con- 
scious emotional factors. I had in mind the opportunities and neces- 
sities of the average general practitioner or internist to whom we psy- 
chiatrists are constantly commending the desirability of searching for 
and dealing with the emotional factor in disease. What could a doc- 
tor who was trying to do this see in cases of hypertension, carefully 
studied, and what, further, could one with psychoanalytic experience, 
justifiably infer or suspect? 

An illustrative case ĉan be mentioned briefly. A married womé 
51, with a blood pressure averaging 183/104 and with occasiona 
readings much higher, had a fairly characteristic psychological pie- 
ture. She was an exceedingly gracious and dignified, composed pef- 
son, amiable at all times under the varied experiences of a complete 
psychiatric examination. For ten years she had been the executive 
head of a large international organization and had traveled extensive y 
in Europe, Asia, and all parts of this country making addresses at as 
and small meetings. She was married to a physician twenty aie 
her senior. Two years prior tô the discovery of her hypertension ; 
had been removed from a position which he had held for many ee 
and was attempting to make a living for his wife and himself by ¢ $ 
re-establishment of a private practice. Progressive loss of vision ae 
this still more difficult. The frequent public appearances which 


oman of 
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wife was obliged to make in connection with her work required an 
expenditure for clothes at a time when it was even difficult to buy 
sufficient food. This financial restriction in conjunction with her 
pride and the necessity for making a good appearance before her 
townspeople and her organization was an increasing source of con- 
scious anxiety to her as was also the increasing age and anticipated 
helplessness of her husband. As she was discussing this latter point 
her systolic blood pressure mounted to 238 millimeters. Consciously, 
of course, it would have been absurd for her to blame her husband for 
their predicament but the unconscious is not guided by any such rules 
of justice or fair-mindedness. Hence her hostility was repressed; 
the inner psychological tension paralleled the high arterial tension. 


3. THERAPEUTIC EFFECT OF PSYCHOLOGICAL TECHNIQUES IN HYPERTENSION 


In referring to the work of various authorities with hypertension 
Cases, I have not mentioned the frequent reports of cases benefited by 
Psychotherapy, the third fact which impresses the psychologically 
minded observer. Some of these are very striking; Hill’, for example, 
Teported a case of a man of thirty-two who for fourteen years had been 
known to have hypertension. This patient was under treatment by 
Psychoanalysis and following one particular day's treatment, the de- 
tails of which have been completely reported by Hill, his blood pres- 
Sure fell an average of 180/120 to 145/90 and thereafter never exceeded 
135/90 and was frequently read as low as 125/85. No other treatment 
Was administered and there was no change iù his habits of living. I 
myself have reported a few cases!8 and I have already referred to the 
fact that frequently patients show a rise and then a fall in blood pres- 
Sure near the termination of an analysis. This observation has been 
Confirmed by an ingenious piece of clinicax research reported by an 
internist, David Ayman‘ of Boston. Ayman was impressed by the 
widely varying reports of the successful treatment of essential hy- 
Pettension by many different drugs and methods. He carefully an- 
alyzed thirty-five research projects of this type and discovered that in 
Practically every article complete o? partial symptomatic relief was 
Feported in spite of the enormous range of treatment methods. He 
big also, that complete failure was seldom reported. He concluded 

at there must be some common factor associated with the adminis- 
‘tation of these various treatments which was not recognized by the 
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experimenters, and as a research project studied the effect of the ad- 
ministration of a placebo (dilute hydrochloric acid). As minimal 
criteria of a diagnosis of essential hypertension he insisted that the 
patient should have had at least five abnormally high readings of blood 
pressure and that they should have been observed for at least two 
months prior to the beginning of treatment. An otherwise unselected 
group of forty patients was then treated and followed. Thirty-three 
of the forty patients showed definite improvement, i.e., the treatment 
was 82 per cent successful. The symptoms were relieved and the blood 
pressure fell, however, with a considerable disparity in the parallelism 
of the two factors. 

Ayman was convinced that the common element in the treatment to 
which the patients responded with so much benefit was that of ‘‘the 
enthusiastic giving or doing something for the patient.” His point 
is that treatment, regardless of its nature, benefits the hypertensive pa- 
tient. Not being a psychoanalyst or psychiatrist, he does not inter- 
pret this in terms of the transference effect with which we are so fa- 
miliar, but makes it clear that the patient feels better because he is 
now under the protective observation of an individual of authority who 
takes an interest in him. 

How closely this corresponds to the psychoanalytic findings already 
reported scarcely needs elaboration. If even the placebo of dilute 
hydrochloric acid used by Ayman is sufficient to give 82 per cent 0 
success in treatment of the symptoms with an unrecorded percentage of 
success in the reduction ‘of the blood pressure itself, one must assume 
that some emotional experience takes place which lessens the symp- 
toms and the tension and presumably this is brought about by a les- 
sening of some inner tension which the patient unconsciously matn- 
tains.* á 


* We might here examine the thesis set forth by some of the more progressive intere 
ists (see Allen, ope cit, ef al.) to the effect that hypertension probably arises upon + ed 
stitutional,"’ i.e., hereditary, basis which is designated as the specific factor, and to whic fi 
some non-specific factors, toxic, psychic, or mechanical, are added to produce the fina! 
result. There is very good evidence for tltis view, particularly the frequent occurrence © 
hypertension in certain families, the evidences of predisposition to hypertension in certain 
individuals who show the vasomotor hypersensitivity indicated by the Hines-Brow® 
Test. On the other hand, it és well-known that Negroes an? Chinese do not in their ae 
countries develop hypertension. It is also well-known that people of these same ao 3 
develop hypertension in the United States or under other circumstances of occident# 
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These are the aspects of the elephant that impress the psychologi- 
cally minded. How they are to be correlated ultimately with the 
physical and chemical findings, I do not know. There is, however, 
a theory that would adequately reconcile some of the discrepancies 
in our viewpoints. Let us think of the physical observations in re- 
gard to hypertension as one aspect of the disease and let us think of 
the chemical observations that have been made regarding it as another 
aspect and let us think of the psychological observations as still 
another aspect. Let us refrain from assuming that any one of these 
1s responsible for the others. In other words, let us not attempt to 
explain the irritability of the hypertension patient as due to his tension, 
and let us not explain the hypertension as due to guanidine or disturb- 
ance of the potassium-calcium ratio or anything of this kind; let us 
Not explain the kidney changes as due to the arteriosclerosis or vice 
versa. In these fields let the descriptions stand by themselves and let 
us look for something back of all of these observations which may be 
Tegarded as a co-ordinating determinant. This, I think, is the value 
uit the concept of primary constructive and destructive tendencies with 
which we are familiar in metabolism, the phenomenon of inflamma- 
tion, the chemical process of ionization and certainly in the field of 
tie Lack of knowledge precludes our finding very apt words 
ibe Scribe it and perhaps Freud's choice of the expressions life 
instinct’ and “death instinct’ was not the most fortunate one. But 
certainly the idea of two opposed but interacting forces, one in the 

irection of life and creativeness, and one in the direction of death 
and destruction, manifesting themselves in physical, chemical, and 
Psychological phenomena, lends itself in a very fruitful way to our 
Problem. What we call physiological and chemical and psychologi- 
cal Observations are all interrelated mechanisms resulting from in- 
Stinctive drives originating deep in the structure of the personality. 
Ss 
Culture, 
On the o 


This fact is rather devastating to the constit 
ther hand, entirely understandable from the st 


Ci . 
oe P erhaps even more so than in this county 
ization ~~ Chinese and #\fricans do iiot suffer un ler t mo be 
Super. ich they do experience in ours and this is the anx y 

“8° development which the occidental civilization induces. 
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PRACTICAL SUGGESTIONS 


Whether this theory is correct or not, it has at least two pragmatic 
evidences of validity. 

In the first place, it has been definitely demonstrated that a passive 
conversational approach to a patient often enables the release of some 
resentment (and hence of the necessity of some repression, and of some 
fear) and this decrease in psychic tension should be reflected in a de- 
crease of vascular tension. Whether clinicians agree with the explana- 
tion or not, there is general agreement in the literature as to the ob- 
servation and, therefore, as to the therapeutic validity of this method 
of treatment, a method which, nevertheless, is shockingly neglected. 
To put it in plain English, physicians may definitely relieve hyperten- 
sion by giving the patient a quiet, non-critical, sympathetic audience. 
All reference to the degree of hypertension, its potential dangers, its 
complications, is omitted from the conversation. The effect is not 
one of suggestion: It perhaps needs to be said that for such patients 
encouragement about the reduction of blood pressure is not necessarily 
good therapy; in his unconscious each patient needs his symptoms and 
to encourage him to think that these symptoms are disappearing with- 
out a perceptible reason may undo the good done. 

Another practical suggestion: There is much reason to believe?” 
that self-directed aggressions can be turned outward by the authority 
of the physician and if our theory has validity, any extroversion 0 
the aggressions which is not mechanically too strenuous should be of 
benefit to the patient. In other words, instead of forbidding exercise 
to a hypertension patient, often it should be recommended; instead O’ 
prohibiting work, it should be insisted upon. Iam confident that the 
death of some hypertensive patients is hastened by physicians who re- 
move from them the only available or acceptable forms of aggression 
to which they have had access, i.e., golf, walking, or hard work at 
the office. Many internists know this intuitively and I have hear 
them cavil at those colleagues who still preserve a childlike faith 19 
the so-called ‘“‘rest cures.” My,own clinical experience with hype” 
tension is not sufficient to know how generally correct of incorrect 1t 
is but certainly the psychological theory is all on the side of thos¢ 
who advocate mild* exercise and coultinued work and regard the for- 
bidding of these things as the greater hazard. 


0 
e!’ 2 


* Of course one can overtax long-weakened vessels. 
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CONCLUSIONS 


No one man can see enough patients representing any one syndrome 
to draw any final conclusions about it. When I consider the millions 
of patients who exhibit the symptom hypertension and compare those 
with the paltry few that I myself have observed or even the few 
thousands that all the psychiatrists together have seen and examined 
psychologically, I realize that we must rely upon deductive theory 
rather than upon inductive positiveness for our working hypothesis. 
What some of us have observed, who see with psychological eyes 
(or, to retain my metaphor, who feel with psychological hands), I 
have tried to set forth briefly. I have even hazarded a theory of 
reconciliation of the known facts. I shall continue to listen with 
the utmost interest to what our colleagues have to say about the 
Physical and chemical aspects of the same condition as observed in 
their researches. Perhaps after many years of continued study and 
comparing of notes we shall have arrived at a comprehensive view of 
the condition in which arterial hypertension is one symptom. 
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A NOTE ON THE TREATMENT OF SCHIZOPHRENIA* 
By Cuartes W. Tipp, M.D. 


I should like to outline and discuss briefly some ideas concerning the 
treatment of schizophrenia, particularly with reference to the applica- 
tion of psychoanalytic principles in the general hospital care of schizo- 
Phrenic patients, and to the use of the psychoanalytic method in in- 
dividual cases of schizophrenia. 

The natural result of an extremely pessimistic attitude toward the 
treatment of this disease is seen far too frequently in the picture of the 
Patient who is simply put away to vegetate. We at the Menninger 
Clinic think that the possibility for some measure of reconstruction 
18 too great simply to leave these patients alone. 

We believe that the treatment of a schizophrenic should begin at 
the time the patient enters the hospital and earlier, if possible. The 
Plan of treatment is changed as additional information about the pa- 
tient becomes available, and with this idea in mind every possible 
Source of information concerning the patient is investigated. 

an the study of the schizophrenic patient we feel that particular em- 
Phasis should be laid on obtaining the historical data and in this first 
cP of the study, psychoanalytic experience indicates the specific 
ne about which special inquiry should be made—parental atti- 

Ss, sibling rivalries, and other emotional relationships especially. 
e he examination of the patient includes as complete ary ae 
A RS of the various aspects of the personality: physical, c ene ey 
of €ctual, emotional, and behavior. The form of the eam i 
fen Patient depends largely on the two persons involved—t e pe 
: and the examiner; one thing that can be said about it in gener 
1S that the less “formal” the examiaation, the better. There is no 
Westion but that the initial contacts with the patient may darermiins 
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to a great degree the success of the final outcome of the treatment, and 
from this point of view the examination of the patient is distinctly a 
part of the treatment. 

From the data of the history and the examination, we have found 
it helpful to work out an “Interpretative Diagnosis." This includes 
a summarized statement of the etiological factors, known or suspected; 
the structure of the illness; and finally a formulation of the dynamics. 
This interpretative diagnosis is, essentially, the psychoanalytic sum- 
mary of the available data. Usually it is far from complete, but very 
often it indicates the more obvious factors in the causation of the ill- 
ness, how these factors have operated, and the final effect on the pa- 
tient. From this summary it is often possible to determine a theraptt- 
tic aim. For instance, in addition to the need for the patient to be 
helped back to some appreciation of reality on any level, there may bea 
fairly clear indication that the condition of the patient could be im- 
proved by devising some means for him to express aggressive feelings: 
Or, there may appear a more immediate need for love; or there may be 
a combination of these two needs. 

Specific, personal information from the history and examination may 
suggest some means of carrying out the therapeutic aim. Carefully 
considered orders to the nurses and to therapists in several activities 
serve to establish a common aim. By means of daily conferences with 
the nurses and therapists, this aim may be constantly emphasized an 
altered when necessary. In connection with such a program, psy- 
chotherapy may be begun by the physician. P 

Before discussing the psychotherapy, let me illustrate the manner 10 
which the general hospital plan of treatment operates. For instances 
in a patient who has been studied there may have been discovered some 
special group of frustrating circumstances in close association with the 
outbreak of the illness, such as repeated defeats in a situation of sibling 
rivalry, which served to stimulate an unbearable tension of hostility: 
In such a case it may be possible to reach the patient by carefully build- 
ing up a program in which expression of the hostility is encourage 
toward some substitute in the environment with corollary measures i 
supply the patient with attention and love in a way which will avo} 
the production of intense guilt feelings or fear of retaliation. 3 
first attempts in such a program may have to be quite general, but 4 
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more is learned about the patient, more specific measures may be 
instituted. 

Because of the schizophrenic patient’s withdrawal from object at- 
tachments, the idea of attempting to gain his cooperation may strike 
Ons as being practically useless. And, of course, it is at exactly this 
point that any psychotherapy must start; that is, some contact of some 
kind must be set up between the patient and the psychotherapist. 
Experience has shown that often times a meager contact can be fostered 
and encouraged so that it grows and becomes stable enough to warrant 
the modified use of the analytic technique. 

_It seems to me that it might be well to emphasize that the modifica- 
tion of the technique to fit the patient and the situation is the impor- 
tant thing. That is, the technique should be considered as a pliable 
and elastic instrument which can be shaped and applied rather than to 
think of a special modification to be used in treating all schizophrenics. 

he importance of carefully guarding the transference situation in 
every analysis is well known, of course. In working with schizo- 
Phrenics, because of the tenuous nature of the transference, it is doubly 
important to guard it carefully, and I believe that it is in this connec- 
tion that the greatest modification of the technique occurs. Instead 
af the “impersonal attitude’ which usually is used in the orthodox 
analysis, the analyst approaches the patient on the patient's own 
8tound in terms that the patient is capable of utilizing. For example, 
1t was possible to begin work with one patient who had withdrawn 
ree completely, only at an extremely low level. ee case, z 
ts ginning, the analyst used grunts at times to answer similar ~~ 
ti m the patient, a Ja Ferenczi. The material indicated that the pa- 
tent felt that he was an infant, a conception of himself which per- 
Mitted the powerful sadistic fantasies which had driven him to the 
Tegression, 
i this particular case it was possible to see the pei a 5 
ine that he could express in words a small aie 7 oral” ae 
tst np ee — = baie Daring this time the 
anal faltering footsteps and many falls. Duris hardere 
lyst attempted always to keep in mind the patient 57 


he id forcing hi he limits of that hold. 
ea tes nines erable questions, all of 
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which were answered. More and more the patient's hostility was 
directed against the analyst and as this was interpreted the patient's 
grasp of reality increased. Gradually he began to turn his aggressive 
energy into work, and to make other adjustments which enabled him 
to live with other people. 

I realize that there is nothing particularly novel in this statements 
it represents crudely the attempt of any analysis. The main difference 
is, I believe, that because of his reduced capacity for object attach- 
ments, one has to utilize with such a patient any possible means to 
establish a contact in the beginning, and that a preliminary period is 
necessary during which the patient's ego must be built up suffici- 
ently so that he can grasp, to some extent, the significance of the im- 
mediate situation, that is, the relationship between himself and the 
analyst. 

With some idea of the strength of the Id forces and of the de- 
fenses against them which have resulted in the shattered ego, the 
analyst can begin the attempt with three possible openings: 

First, by the use of any measure which serves to soften the harshn 

of the super-ego. 

Second, by facing with the patient the id forces and examining them 
without fear. 

Third, by interpretation of the nature of his fear (keeping in mir 
the patient's capacities), and thus aiding the patient's ¢g° in 1ts 
reintegration. 

Another question has arisen recently in connection with the treat- 
ment of schizophrenia and that concerns the use of shock treatment. 
Our experience with this form of treatment has not yet been completely 
evaluated, but this much we know: that some of the results, particu- 
larly with metrazol, have been astonishing. Our feeling at presen ji 
is that the general plan of treatment that I have already outline 
should be instituted and the condition of the patieat watched a 
fully. After an indefinite period of time, if there seems to be n 
change in the patient’s condition, then shock treatment is considere H 
In the event that shock treatmént is started, the other treatment ae 
ures are continued. Though this may obscure the decision as tO je 
relative values of the various measures, we feel that there is no reas af 
to rely entirely on a method, the mechanism of which certainly 1 n 
clear. And there is some evidence to indicate that psychotheraP. 
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of value during the time that the patient is getting the shock treatment. 
In particular, several of the patients have complained rather bitterly 
of an extreme terror shortly after experiencing the convulsion, and 
they appear to want to talk with the psychotherapist about it. Also, 
many of these patients seem to have been shocked into an accessibility 
that was not present before the administration of the drug. 

In conclusion, I would like to say only that in contradistinction to 
the pessimistic attitude of some as to the successful treatment of schizo- 
Phrenia, we feel that definitely positive results are frequently obtained 
and that continued work along psychoanalytic lines offers the possi- 
bility of even better results. 


BOOK NOTICES 


Concepts and Problems of Psychotherapy. By Lexanp E. Hivsiz, M.D. 
Price $2.75. Pp. 199. New York, Columbia University Press, 


1937- , 

The author has given a simplified though somewhat ambivalent 
presentation of psychoanalysis and psychobiology, including a few 
words about the ideas of Jung and Adler and a collection of statistical 
studies regarding the recovery rate by various therapeutic means. 
Except for the latter there is nothing new in the book. The author $ 
viewpoint is summarized in the statement that psychoanalysis gets 
rid of liabilities and psychobiology capitalizes on assets. He errs mm 
inferring that all psychiatrists who are not psychoanalysts are psy- 
chobiologists. (W. C. M.) 


Psychology of Personality. By Ross STAGNER, Ph.D. Price, $3-5% 
Pp. 465. New York, McGraw-Hill Book Co., 1937. aaa 
This is a welcome departure from the flood of “mental hygiene 

and ''self-improvement’” books. Personality is defined in terms © 

those responses which give the individual his articular stimulus 
value. Judgments of personality are always relative to a eet 
standard of culture. A feature of this book is its treatment of the cut- 
tural determinants of personality. The attempt is made to relate the 
psychology of personality to the psychology o learning. (W. 


Primitive Intelligence and Environment. By S. D. PORTEUS, ph.D. 
Price, $3.00. Pp. 318. New York, The MacMillan Co., 1937" a 
Porteus in this study attempts to demonstrate the presence of oan 

acteristic mental traiis in the comparative study of the Austra 
aborigines and the African Bushmen. Using various psychologia 
tests, he believes he demonstrated differences altho the AStA 
aborigines, living in an unfavorable environment from which Ee 
made no efforts to escape, made better scores by white men’s stå 

ards than did the more artistic and warlike Bushmen. (R. T. M.) 


Practical Neuroanatomy. By J. H. Grosus, M.D. Price, $6.00- 
256. Baltimore, William Wood & Company, 1937: rious 
There is probably no better single book which would give a s¢ pa: 

student a comprehensive guide than this. It assumes @ great am 

of earnestness on the part of students and teachers, for it plac pit 

deal of responsibility on the student's own initiative, an Ho ate 


Pp. 


; A ; u 
lightens the task of the teacher it assumes that he will have yee ; 
material for his students. Wher: adequate microscopic mar apleg 


not available the book still remains an excellent guide for as 
a study of gross neuroanatomy as can be made. 2) 
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Surgery of the Sympathetic Nervous System. By Grorce E. Gasx, C.M.G. 
and J. Parrerson Ross, M.S. Price, $4.50. Pp. 186. Baltimore, 
William Wood & Company, Second Edition, 1937. 

_The authors do not claim their book to be a record of all the con- 
ditions which have been treated by sympathectomy, but merely discuss 
the knowledge of the effect of sympathectomy and groups of condi- 
tions with which they have had the most experience. By far the best 
part of the book is their discussion of sympathectomy for disorders 
of the circulation. Their discussions of sympathectomy for disorders 
of the alimentary and urinary tracts, and for pain originating in the 
visceral organs, are of lesser value. A high degree of conservatism 
characterizes the authors’ attitudes, and is reflected in their premature 

ismissal of sympathectomy for hypertension. (N. R.) 


Socialized Medicine in the Soviet Union. By Henry E. Sicrrist, M.D. 
Price, $3.50. Pp. 310. New York, W. W. Norton & Co., 1937: , 
Only in the light of the introductory chapters of the book which 
gives the political, social and economic background of Soviet medicine 
can the latter part of the book, dealing with the relation of Soviet 
Medicine to the individual and to groups, be intelligible. , With this 
in mind it should be clear that it is impossible to dissociate factual 
Material of the book from the history of their origins. This impor- 
tant detail is occasionally forgotten by overly contentious proponents 
of socialized medicine, and still more frequently by its opponents. 
Octor Sigerist's studies on Soviet medicine, and his previous ones 
on “American Medicine," which formed an earlier book of his, are 
highly recommended to all those interested in the social aspects of 
Medicine, to form sound bases of reference for their thoughts and dis- 


cussions, A.R) f 


Child Guidance P Institute for Juvenile Re- 
dures. By The Staff of the Institute 
Search, Chicaga, "Paice, $2.50. Pp. 362. New York, D. Appleton- 
Century Co., 1937. H meee 
This book succeeds in its purpose of compiling and explaining 7 
uidance procedures. It contains chapters on the kg 
‘28nostic data as well as chapters on illustrative cases. e boo 


ould prove very serviceable. (E. E.) 


PUBLICATIONS BY MEMBERS OF THE STAFF 


Anerson, Cart. The Progressive Development of the Concept of 
Occupational Therapy. Hospitals, 11:58-61, December 1937. 
The paper presents a brief historical resume of the use of occupations 

in the care of the mentally ill. The development of more formal 

programs of occupational therapy in psychiatric institutions is indi- 
cated. The desirability of having definite therapeutic aims is em- 
phasized. 


Mennincer, Wixi1aM C. and Grotjann, Martin. Familial Neuro- 
syphilis of the Dementia Paralytica Type. Arch. Neurol. & Psychiat. 
39:343-353, February 1938. 

he authors review the literature and report eight cases to present 
further clinical evidence suggesting the existence of a neurotropic 
strain of S$. pallida. They question the significance of the term, 

“familial predisposition’’ and believe that the mass of clinical evi- 

dence suggests definitely that the micro-organism itself must in some 

instances have a specific affinity for, at least a tendency to reside in ant 
carry on its destructive work on the nervous tissue. Further experi- 
mental work is recommended. 


Ackerman, Nataan W.: The Family as a Social and Emotional 

Unit. Kansas Mental Hygiene Bulletin, October 1937. A 

This is a brief essay dealing with those multiple factors which an 
tinuously mould the character and solidarity of the family group. 2€ 
is shown that the greater or lesser degrees of cohesiveness present 19 
the family unit are determined, on the one hand, by a host of environ 
mental influences, and, on the other hand, by the internal vicissitu es 
of family life. These conditioning factors are reviewed mainly from 
the perspective of their social and psychological significance. 


Pessin, Joseren: Mental Symptoms in Brain Tumor. J. Kansas Med. 

Society, 38:513-517, December 1937. 

In aes Soni a the recent pertinent literature, the author gon 
the various mental symptoms into five psychological categori je 
namely, sensory experiences, feelings and emotions, higher pye a 
activity, memory, and personality. Mental symptoms alone have t os 
tively little localizing value. The factors which contribute A ‘ts 
pathogenesis of mental symptoms are: (a) the tumor itself, C “ous 
location, (c) a disturbance in the physiology of the central S od 
system, (d) a disturbance in cerebral hydrodynamics, (e) patho Oe or 
changes in the nervous system, (f)*toxic effezts from tumor tissu fe 
disintegrating cells, (g) a predisposition to mental symptoms in W 
case the tumor is to be considered a precipitating factor. 
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CONVULSIVE PENTAMETHYLENETETRAZOL SHOCK 
THERAPY IN DEPRESSIVE PSYCHOSES* 


By A. E. Bennerr, M.D. 


Omaba 


Results obtained by convulsive pentamethylenetetrazol shock 
therapy in schizophrenic psychoses have been impressive enough that 
I decided to try a modified method upon a case of depressive psychosis. 
Encouraged by excellent and immediate response, I have treated tent 
Other cases, all with very favorable results. In my experience, all 
Previous methods, including those successful with schizophrenia, have 
shown no consistent effect in shortening the course of the depressive 
Psychoses. For this reason the results observed in my series of eleven 
Cases are of special importance. 

Meduna! first used epileptiform convulsive shock therapy in schizo- 
Phrenia. Acting upon observations that epileptic convulsive states 
and the schizophrenic processes were apparently incompatible 
biologically, he perfected a method of inducing convulsions by a 
camphor-like preparation, pentamethylenetetrazol. His results show 
marked improvement in as high as 8o per cent of cases treated during 
the first year of the disease, and good results in cases treated not later 
than the second year. This method shows results equal to the best 
of those reported from insulin shock therapy in early cases; and because 
Of its simplicity and apparently relative safety may well replace the 
latter in all but the undernourished, acutely excited and paranoidal 
types of schizdphrenia, in which I still prefer insulin shock therapy. 

After discouraging results from efforts to relieve with insulin shock 
therapy depressive psychotic patients; and after failure with all pre- 
Viously tried chemical, endocrine ot shock therapy methods, such as 
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hematoporphyrin, estrogenic, testicular or pituitary hormones, fever 
therapy and narcosis, I decided to try the effect of pentamethylene- 
tetrazol shock therapy upon a chronic resistant agitated case of in- 
volutional depression. The almost immediate, abrupt termination of 
a very severe case of involutional depression led to further experi- 
mentation. Extraordinary improvement in eleven consecutive patients 
with chronic agitated and stuporous types of depressive psychoses 
leads me to believe that we may now have a potent agent for terminat- 
ing these distressing mental states. 

Results in these cases are of especial interest since there is practically 
nothing so far in medical literature upon convulsive shock therapy in 
depressive psychoses. Schachter? noted improvement in 7 cases O 
anxiety states which he treated with small subcutaneous injections of 
pentamethylenetetrazol. Schémehl,* using a modified method to 
differentiate types of convulsions, noted a beneficial therapeutic effect 
in patients suffering from dazed or stuporous states. Mantassut and 
Lemaire found that polycamphosulfonates in non-shock doses relieved 
symptoms in milder cases of depressed states, but had no effect upo”? 
profound depressive states. 

The psycho-physiologic reactions of such a drastic shock therapy 
upon the organisms are not well understood. The profound circula- 
tory shakeup may alter cerebral functioning; or the drug may age 
directly upon the autonomic centers of the brain. Probably the 
convulsion is a symptomatic expression of the pround biochemica 
cellular reaction and not necessarily an essential factor in producing 
changes in affective tone. Pentamethylenetetrazol action is similar 
to that of camphor, stimulating vasomotor and respiratory centers, 
and in excessive dosage producing convulsions resembling those of 
picrotoxin poisoning. The effects seem strikingly similar to those 
produced by the much more hazardous and radical prefrontal lobotomy 
recommended by Freeman and Watts.° ; 

Psychologically, the mechanisms of shock therapy offer an interest 
ing explanation. In cases of severe depression the patient develop 
the delusions that he is chiefly responsible for a great many ills an 
griefs, even for crimes. In all cases strong self condemnatory feelings 
of guilt were present; in several of ney cases patients accused themselves 
of murder, loathsome and wicked acts, responsibility for gatione 
social and family evils. Several expressed the wish to die, one OF tw 
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had attempted suicide, one patient desired to have a prefrontal lobot- 
omy performed, hoping for a fatal outcome. According to Karl 
Menninger’ this conscious wish to die is not entirely genuine, but is a 
fantasy representing a wish for punishment. The death instinct is 
never conscious but is manifested indirectly. 

The demand of the conscience for punishment may be satisfied by 
the shock treatments; although the patient received no previous 
explanation of the shock therapy, he retained unconscious memory of 
the pain as shown by requests not to be subjected to later treatments. 
But having undergone the painful convulsive therapy, he has ap- 
proached death psychologically, has suffered punishment, has as it 
were, proved himself willing to take punishment. His conscience is 
then freed; and he can allow himself to start life over again, free from 
the compulsive pangs of conscience. 

In all eleven cases regularity of improvement was noted within two 
weeks after pentamethylenetetrazol treatment was begun. Anaverage 
of five shock treatments were given. Improvement in even severe 
types of the presenile period, four patients were past 55 years of age, 
speaks for the specificity of the method, which has more consistently 
shortened the depressive psychoses than any method previously de- 
scribed. It should therefore be given further experimentation and 
may also prove useful in relieving severe anxiety neuroses. It appears 
to be reasonably safe, even with older patients. So far no complica- 
tions have resulted, but exhaustive physical studies, including careful 
cardiovascular examination should precede treatment. Its potential 
danger precludes using it elsewhere than in well equipped psychiatric 
departments under skilled medical and psychiatric nursing supervision. 
Sufficient time has not elapsed to determine delayed after-effects to the 
treatment or incidence of relapses; but so far, recovered patients con- 
tinue to be stable and normal. 


CONCLUSIONS 


Eleven consecutive severe depressive psychotic patients have all been 
telieved by pentamethylenetetrazol shock therapy. 

This method has more consistently shortened the depressive psy- 
chosis than any method heretofore described. 

The method should be given further experimentation. It appears 
to be reasonably safe, even in older patients but careful cardio- 
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vascular examination should precede its use. Its potential danger 
precludes its use for the present in general practice. It should be 
given only in well equipped psychiatric departments under skilled 
psychiatric nursing supervision. 

This treatment offers considerable hope of rapidly relieving the 
lesions of suffering melancholiacs. There is also reason to believe the 
method may likewise become useful in severe anxiety psychoneuroses.* | 
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*Up to June 1, 1938 a total of 21 cases of depressive psychoses have been treat ‘ 

with uniform results. Eight patients were Past 55 years af age. No treatmen! 
complications were observed. 


THE TREATMENT OF CHRONIC ALCOHOL ADDICTION 
By Wirr1am C. Mennincer, M.D.* 


From a social point of view chronic alcohol addiction appears to be 
again increasing in frequency. From a medical point of view it con- 
stitutes one of the most difficult problems in treatment of any of the 
many forms of disorder of the personality. Not only does the man- 
agement of the alcoholic in the institution present many difficulties 
but one may rightfully conclude that at the present time there is no 
adequate plan of treatment for the great number of people so afflicted.} 

Before discussing the treatment of chronic alcohol addiction it is 
Pertinent to define and consider certain implications of the term 
“chronic alcohol addiction.’ We do not include in this group of in- 
dividuals the cases of acute intoxication or delirium tremens, nor the 
alcoholic psychoses. Neither does one include the occasional consump- 
tion of alcoholic beverages by the average individual usually referred to 
as “‘social drinking.” This designation is limited to a character dis- 
order marked by repeated excessive drinking of alcohol to such a 
degree the individual's own efficiency or happiness is severely impaired, 


* Presented at the Central Neuropsychiatric Hospital Association Mecting, Chicago, 

Il., March 18, 1938. A 
t The writer is not unmindful of the work of Durfee (2), the plan of Peabody (2), 
or the recently published report of Strecker and Chambers (3). 

Unfortunately, there are no available statistics to indicate the magnitude of this 
Problem and there are no very recent figures available of the number of patients admitted 
to mental hospitals because of alcohol. In 1934, 4.9 percent of all cases admitted to state 
institutions were alcoholic, though these were probably chiefly with psychoses. Recent 
figures from one life insurance company (quoted by Strecker and Chambers) showed that 
in 1932, 11.9 persons in every 100 under 30 years of age applying for life insurance were 
Tejected because of “heavy alcoholic indulgence.’ In 1936 this figure had increased to 
33-7 in every 100, an increase of 183 per cent in four years. 

Dr. Karl Bowman (4), Director of the Department of Psychiatry at Bellevue Hospital, 
New York City, recently stated that his department was treating 1,000 cases of alcohol- 
ism a month, and reminded us of the fact thar temporary treatment of fines or jail 
Sentences did not cure this condition. He recommended the establishment of state insti- 
tutions for long term treatment of chronic drunkards and psychopathicalcoholics. Mean- 
while, cases of alcoholism should be treated by short periods of hospital care. He called 
attcation to the fact that at present only those alcoholics whose families can afford to 


` Pay for private hospital treatment are receiving proper attention. 
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and the relationships in his business, his family, and with his friends 
are jeopardized or actually damaged. This diagnostic term, however, 


is chiefly a descriptive label of the outstanding complaint, grossly - 


inadequate in that it implies that the alcohol addiction is the total 
picture, whereas we must regard it as only a symptom and not the 
diagnosis of the personality disorder. It is a convenient term and has 
been widely accepted, but to the informed individual it always infers 
the presence of many other disturbances within the personality. Thus, 
these individuals consistently show maladjustments in their family 
relationships, their business accomplishments and in their achieve- 
ments in other fields. They usually show many neurotic symptoms 
and character traits, emotional immaturity, and occasional paranoid 
or schizoid trends. 

Because this diagnostic label of ‘‘chronic alcohol addiction" is 
applied to such a wide variety of personality disturbances in which it 
happens to be only the conspicuous symptom, there have been some 
efforts to classify various types. Although unsatisfactory since such 
groups are purely symptomatic designations, they are helpful for the 
chief reason that they have some value in determining the nature O 
the treatment as well as the prognosis. At least four general groups 
of individuals can be distinguished who present chronic alcohol ad- 
diction. The majority of these will fall into what Knight called the 
essential and the reactive types of chronic alcohol addiction. oe 

1. The Essential Type: Knight included in this group those indi- 
viduals in whom the maladjustment has been conspicuous since 
childhood or adolescence, and usually the first alcoholic episodes occur 
in their teens. They rarely give a history of any accomplishment 
either in their school life or in their business life and rarely give 4 his- 
tory of having been economically independent, at least through thet 
own efforts. Their life story is a continuous demand for pleasure» 
with little if any regard for reality requirements or possibilities. 

2. The Reactive Type: Here Knight included individuals in whem 
the alcohol addiction seems to be a response to an attempted a 
ment to some over-taxing situation. In some cases it is apparent Y 
the result of a decompensated adjustment. In these individuals OB 
finds a history of some achievement prior to the alcohol addictio®» 
sometimes having recourse to alcohol only late in life. This gront 
includes the majority of men and women who begin drinking in m! 
life. 
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3. There is a third group of individuals designated by Alexander as 
“neurotic characters’? whose excessive drinking is only one and usually 
not the most conspicuous evidence of maladjustment. These indi- 
viduals present a type of reaction in which the drinking is a part of the 
acting out process but is fused with asocial and anti-social behavior 
which invariably terminates in self-punitive results. These persons 
are truly neurotic individuals though instead of developing internal- 
ized symptoms they externalize their conflicts in a repetitious series 
of activities or relationships. The environment usually suffers, and 
the activities lead to some form of retribution or punishment for the 
individual. 

4. There is a fourth type of alcohol addiction in what we may 
call psychotic personalities. In these individuals the alcoholism 
represents only a symptom in a paranoid or schizoid or otherwise 
psychotic system. 

Etiology: The psychological motives for drinking, as outlined by 
Knight’. © and my brother’, are several. First, it may represent an 
infantile revenge reaction, a hostile expression for failure to receive all 
that he wants. Second, it may represent an attempt to obtain the 
denied love, symbolically the mother’s milk, and can be portrayed as 
an aggressive method to continue sucking the original bottle or nipple. 
Third, and perhaps most frequently, it may represent an attempted 
denial of his desires to be passive, receptive and thus feminine, and 
feelings of inferiority. Many, if not all, of the essential alcoholics 
begin their drinking at a time when they most want to assert their 
masculinity, namely, in late adolescence. One can often find definite 
evidence that this is an unconscious awareness of lack of masculinity, 
i.e. their femininity. In all cases the drinking invariably increases 
these passive desires and feelings of inferiority. 


TREATMENT METHODS 


To remain consistent with the etiological concepts described above, 
the aim of treatment must be to help the individual achieve a psycho- 
sexual maturity with an insight into the nature of his previous 
methods of attempted solution of conflicts, as typified by the alcohol ad- 
diction. Ifthe individual reaches this stage and can refrain from jeopar- 
dizing himself, his family and his business, I think we should regard 
him as a ‘‘social recovery,’’ and in many instances this is synonymous 
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with an ‘‘occupational recovery.’ It is obvious that to attempt this 
revision is a major undertaking, since it involves making fundamental 
changes in the individual's personality. Consequently, it is with 
much skepticism that I read of individual alcohol addicts being 
“cured’’ after a month’s stay in an institution. 

From our own experience we are convinced that mere detention does 
not ‘‘cure’’ an alcohol addict. It is quite possible that for a time he 
may refrain from alcoholic excesses, but it in no way changes the 
fundamental personality disorder. Furthermore, we doubt very much 
whether hospitalization even supplemented with various occupational 
and recreational activities can accomplish this. There is no evidence 
whatever that the various chemical cures, so called, are effective. In 
fact, it is exceptional that we receive any alcohol addict who has not 
had one or several of these so-called ‘‘cures.”” “‘Recoveries’’ are 
reported as having been accomplished through superficial counseling 
with the patient, in rare instances through some sort of religious €x- 
perience or following a tragic event. Such individuals may have 
controlled their alcoholic excesses, but it is possible that they have 
substituted some other form of neurotic expression for the excessive 
alcoholism. 

When a patient comes for treatment, in order that we may give # 
fair prognosis, we feel that the patient himself should have a strong 
conscious desire to recover, though we recognize that his desire rarely 
remains constant. Too much emphasis cannot be placed on this re- 
quirement. So long as the patient has a firm desire to get well an 
can gain some recognition of the fact that he is sick—desperately sick 
—he has a chance under suitable conditions with sufficient help. OF 
the other hand, for the person who regards himself as doing a favor tO 
his relatives, or who believes that nothing serious is wrong with 
himself, or who has to be forced to accept hospitalization, the chances 
are strongly against his recovery. In not a few inszances, after ĉ 
period of study and proffered help to this latter type of individual, 
we have refused to carry on further efforts. In a few such instances, 
during a period of hospitalization it has been possible to help the 
patient see his need for treatment. 

However, as indicated above, even though a patient may ¢ 
with the urgent desire to receive help, this desire rarely rem: 
stant. Too often these individuals have some preconceive 
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as to how this help should be given; they have illusions as to the 
nature of the treatment, the hospitalization. In short, they want to 
prescribe their own method of getting well. In varying degrees prob- 
ably all patients with this difficulty rebel against the regime, and often 
refuse, within a period varying from a day to a month after their 
admission, to adhere to the program of therapy. Consequently, a 
second essential factor in the treatment is permission to hold the pa- 
tient in the hospital, and approval of it by both the patient and his 
relatives, even against his own wishes. In many instances if this 
condition prevails it is likely that the storm can be weathered and the 
patient returned to his therapeutic program. 

A third requirement for obtaining a satisfactory end result is psycho- 
therapy. Unless the patient can gain insight and reeducation, we 
cannot regard him as cured. Consequently, that large group of pa- 
tients who refuse to acknowledge that they have major difficulties 
that are deep-rooted in their lives or who maintain that they ‘‘can 
Stop drinking anytime’ they want to, or believe that they ‘have 
learned their lesson’’ by being brought to the hospital and for these 
or other reasons refuse psychological help, must be discharged as 
‘condition unchanged.’ Thus even though the patient may be re- 
tained in the hospital and a program of activities may be provided as 
an outlet for him, unless he gains insight into the nature of his illness, 
We cannot expect him to recover. From our point of view, the major 
part of the conflicts producing the alcoholic excesses, as well as the 
other evidences of maladjustment, arise from the patient’s unconscious, 
and consequently in our own experience psychoanalytic help, where 
it is possible, offers the best form of psychotherapy. 

A fourth requirement for a favorable prognosis is an understanding 
both with the patient and the relatives that the recovery process is 
going to be a long-time job, certainly one of months, and more often 
of years. é 

Management of the Relatives: The first problem presenting itself in the 
treatment of the alcoholic is usually the contact with and the educa- 
tion of the relatives. It is a rare experience in our practice that the 
relatives do not have a part in the picture, either as advisors or more 
often as financiers. In fact, in those few instances in which we have 
tried to deal only with the individual we have not been successful for 
the reasons that sooner or later they refuse treatment. Consequently, 
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except under very unusual circumstances, we insist that a third party 
make the official application (usually a relative, sometimes the refer- 
ring physician, occasionally a friend) for admission to the hospital 
and that this third party assume the financial responsibility and nego- 
tiate the business transactions with the hospital. 

The relatives invariably present problems of their own. By and 
-large they present a very similar picture. They are usually desperate 
and discouraged, often disgusted with the patient. Their emotional 
attitude is conspicuously ambivalent; their love for him is expressed 
by their desire and wish to help him, and their hostility is expressed 
by their irritation, impatience and disgust. Even though they have 
experienced the vicissitudes of from one to twenty years of trying to 
adjust to and accept the patient and his illness, and have seen ten pre- 
vious therapeutic attempts fail, the great majority fully expect the 
present effort to be a triumph in a short time. Consequently when 
they finally prevail on the patient and he agrees to come voluntarily, 
their hopes rise and they immediately become overly optimistic. 
Despite the fact that the patient may have told them many times that 
he had positively stopped drinking, the relatives are all too inclined 
to believe him even a hundredth time. 

Just what to tell the relatives is a practical problem. We attempt tO 
cover at least the following points: First, weexplain to them the basis 
on which we will attempt to help the patient, namely that it may be 
necessary for him to be confined against his wishes, and consequently 
they should see and understand as fully as possible the actual physic 
set-up and relationships under which the patient will live. We thus 
try to guard against the patient's subsequent threatening us with what 
his relatives would do if they knew his predicament. Second, We 
attempt to explain to the relatives something of our conception of the 
nature of alcoholism, namely, as outlined above, that it is a symptom, 
and even though extremely devastating is only one indication © $ 
seriously maladjusted personality. Thirdly, we give them an cx 
planation of our treatment approach. Since the drinking is a symptom 
we are interested in what is behind the symptom, what causes 1t, an i 
explain to the relatives the necessity for the patient to gain psy g 
logical understanding and insigh~ into the nature of his conflicts: 
We explain the program of activities in the hospital, our plan of pro 
tection of the patient and the necessity for psychotherapy- 
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It has seemed desirable to express to the relatives a strong conviction 
regarding the doubtful prognosis in this type of disorder. They are 
all too prone to expect prompt and complete recovery. It is certainly 
not possible immediately on the patient's arrival to evaluate or ex- 
Press an opinion relative to the prognosis in that individual, though 
invariably the relatives want to know what the patient’s chances are 
for recovery. We state that it is one of the most difficult problems 
which we attempt to handle, that some get well and some do not. 

The relatives must be educated to see that the problem is to make a 
very major change in the personality and that we cannot change 
twenty or thirty years of evolution in the course of a few weeks. We 
have found it most practical, if the symptoms are long standing, to say 
frankly that if we can effect a change in a year we shall be satisfied, 
and that not infrequently it requires considerably longer than this. 
In other words, we take an attitude similar to that which the surgeon 
Must take toward cancer, or the internist toward tuberculosis. 

We apprise relatives of the possibility of relapse, at least to the 
extent of alcoholic sprees of a day or two during the period of hos- 
Pitalization. Under our method of management, after a period of 
Some months the patient is permitted to go downtown and occasionally 
alcoholic patients break over on such a trip. Unless the relatives have 
been warned about this they regard such an episode as evidence that the 
treatment has been of no avail and consequently may interrupt it. 

But with all this attempted help to the relatives, they continue in 
Many instances to be the chief reason for the patient's failure to make 
Progress. Their naive optimism and will-to-believe immediately as- 
Serts itself on a visit to the patient after three or four weeks. They 
See him improved physically, forget or ignore the fact that the psycho- 
logical factors are unchanged and are impressed by his own positive 
Conviction that he is through with alcohol forever. Despite our 
Previous warniags of the possibility, on the receipt of a complain- 
ing, often vindictive letter from the patient, they rush to the scene. 
Despite their firm intentions to talk honestly and bluntly with the 
Patient, three out of five accede to the patient's entreaties and remove 
him from the hospital. A very frequent rationalization runs about as 
follows: “I know he has been pretty bad but I believe he has learned 
his lesson. He says he won't drink any more. Maybe you are right, 
doctor, but I wouldn't feel right about it if I didn’t give him another 
chance.” This paradoxical attitude of giving the patient his wish in 
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the face of their own past experience as well as strong advice to the 
contrary, leads one to conclude that the unconscious factors in some 
relatives often indicate they do not want the patient to get well. 

Finally, after we have had an opportunity to study the patient we 
explain to the relatives the more specific nature of the illness in this 
individual. Often the most important part of such information is to 
explain to them the part they have played in the production of the 
condition and the necessity of their understanding and continued co- 
operation during his treatment. 


HOSPITAL MANAGEMENT 


Attitudes: It is difficult to generalize about the attitudes which physi- 
cians, nurses and therapists should assume toward the hospitalized 
individual afflicted with chronic alcohol addiction, since each person 
must be treated individually. We have found from experience, how- 
ever, that certain attitudes are helpful in the majority of instances. 
Perhaps most important is an “‘active friendliness” to provide for these 
persons a constant source of affection. So frequently their love life 
has been disturbed, as indicated above under etiology, by an alternating 
severity and indulgence, that a consistent and constant supply of 
affection and interest in their well being and future is almost always 
indicated. Directly related to this supply of affection is the admonition 
to all who come in contact with the patient, to refrain from giving the 
impression, either by what is said or what is done for him, of being 
condemnatory or punitive or retaliative or moralizing. The patient 
is all too prone to interpret many of the restrictions as falling under 
one of these categories. Repeatedly the alcoholic individual is 10-7 
clined to interpret whatever methods are used as an effort to make 
things difficult for him, perhaps even going so far as to believe that he 
is being ‘‘tested out” by unnecessary or irritating requests. Despite 
the fact that the individual may want treatment, his ambivalence is 
shown by an almost constant barrage of impossible requests and even 
demands. To meet these, every member of the personnel must main- 
tain a friendly though firm attitude, granting those that are not detri- 
mental and refusing those that are. Because they are often so infantile 
and the illness presents so many evidences of their oral, grasping: 
intaking, dependent nature, special efforts must be made to aval 
unnecessary frustration. 


Activities: Initially the alcoholic individual always regards himself 
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as an exception, and too often this attitude prevails for many months 
of his treatment. He invariably objects to the fact that there are 
“mental cases’’ on the same hospital floor with him. He is at first 
reluctant to associate with them, to be in any way identified with 
them. Consequently, in planning his program initially it is advisable 
to prescribe activities which do not necessitate his going with a group. 
Nevertheless, we have found it very desirable to plan anactive program 
which will afford an opportunity for him to sublimate his aggres- 
Siveness, as well as find satisfaction for his oral craving in as many 
Ways as possible. Occasionally some of them find this in shop work, 
¢ven to the point that they wish to exclude everything else from their 
Program except shop work and do overtime in it. In other instances, 
the individual finds no outlet there but finds it in sports, often in com- 
petitive sports. We have often found it expedient to give these indi- 
viduals an hour or two of hard manual labor, even though they usually 
do it against their will. Rather frequently it serves as an excellent 
outlet for their aggressions and they come to enjoy it, lead themselves 
to believe that they are getting into fine physical form and evidence a 
zest for it. Just as in discussing ‘‘attitudes’’ it is impossible to dog- 
matically list a set program of activities for the alcoholic individual, 
Since again this must be determined entirely by the individual's need 
and his own attitude. 

Privileges and Liberty: When the patient is first admitted to the in- 
Stitution we place him in a ‘‘closed’’ building which is provided with 
locks on the doors and he remains there from two to three months 
Coccasionally less, sometimes even longer) before he is moved to an 
“open” building. The individual afflicted with alcoholic addiction 
is often untrustworthy. In every instance we can assume that even 
though consciously trustworthy, he is unconsciously untrustworthy 
and thus cannot be relied upon even though he himself may be quite 
Sincere in the belief that he can. On this basis it is our own practice 
5 &rant privileges to the patient in the way of going about by himself 
Cither about the grounds or to town in a slow and graded fashion judg- 
ing each case on its own merits. While we have no fixed rules, in general 
We grant no privileges of any type during the individual's firstmonth 
1n the institution. By the end of this period, however, it is often prac- 
tical to permit the patient to go to the shop alone, or perhaps to go 
between building on the grounds. Also if his own attitude about the 
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situation justifies it he is permitted to go to the city with an attendant 
or with a group. In the course of the second month if the patient’s 
attitude and behavior warrants it, his privileges are increased, giving 
him the opportunity to come and go as he wishes about the grounds. 
By the end of the third month he is usually permitted to go to the city 
occasionally, unaccompanied. The violation of these liberties is 
interpreted by us as an indication that he is not yet able to handle them, 
and so depending entirely on the nature of the violation and on the 
individual's attitude about it, he is again restricted in some degree 
with cancellation of some or all of his previously given liberties. 

The length of time to afford the alcoholic addict protection through 
the facilities of the hospital is problematical and varies widely with 
different individuals. The hospital undoubtedly in some instances is 
regarded by the patient as an enforced prohibition and sometimes he 
uses it as another form of dependency to be violently thrown overboard 
if given an opportunity. The patient who does not make consistent 
efforts to get well, who refuses to recognize the need on his own part 
to abstain, is especially prone to use his hospitalization in this manner. 
Then, when given freedom he almost defiantly enjoys indulging him- 
self in further alcoholic excesses. On the other hand, the patient who 
utilizes the hospital as a temporary support and who will assume 
responsibility for changing his personality, including his regression 
to alcoholic excesses, is often able to move out of the hospital after 2 
period of a few months. Our ideal in management is to bring the 
patient to such a point where he can control himself, where he has 
gained sufficient insight to become independent and live outside the 
hospital before his course of psychotherapy is finished. Consequently» 
many of our patients are permitted to leave the hospital though they 
continue their daily psychotherapeutic hour until such treatment 1$ 
completed, sometimes a manner of some months. Unfortunately 
there are many instances in which these patients relapse, sometimes 
temporarily and sometimes so completely that they have to return to 
the hospital. In several instances patients have had to resort to the 
support of hospitalization for a year or longer, and many others shou 
have done so except that they persuaded their relatives to do something 
else or they themselves refused any further treatment. 

Psychotherapy: As indicated above we regard psychotherapy a 
probably the most important part of the treatment program. Psycho- 
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therapy, however, is a broad term which includes a good many types 
of approach and these must of necessity vary with the patient's in- 
tellectual endowment, his desire to receive such help, and the degree 
and type of the addiction present. 

In our own experience we have found that psychoanalytic therapy 
is most effective, providing that the patient can be led to a desire for 
it and has the capacity to carry it out. We have found it desirable, 
however, to modify the orthodox technique in some minor ways 
(Knight"). Specifically, it is not desirable in this form of treatment 
to focus attention on the drinking since by so doing one infers con- 
demnation. The drinking comes up many times but only as the pa- 
tient brings it up for discussion, rather than the physician. Such 
treatment is further modified by being somewhat more active than 
with the ordinary psychoneurotic individual since in the alcohol 
addict the demand for indulgence and affection is much greater. A 
Special effort is made to build up the individual's ego by giving him 
Special commendation for accomplishments, and by frequently calling 
attention to his capabilities. We have found it expedient to avoid a 
discussion of the patient's unconscious homosexuality until he is well 
along in the procedure. 

In many instances the patient refuses any sort of psychotherapy and 
We regard such cases as hopeless. In others it is possible to carry on 
at least for short periods, rarely for more than 20 or 30 hours, a super- 
ficial sort of expressive psychotherapy in which the physician attempts 
to help the patient see his infantile behavior, his inadequacies and 
Such gross factors in his maladjustments as he may be able to accept. 
To focus on the drinking alone, limiting the discussion to the rational- 
izations and the conscious attitudes about it seems useless. Even in 
Our more abbreviated efforts of psychotherapy we do not stress the 
alcoholism to the exclusion of other equally conspicuous maladjust- 
ments, Rather, we attempt to help the patient see that the drinking 
is only one tree in his forest of difficulties. With such psychotherapy 
We must regard our likelihood of having effected permanent beneficial 
results as much less than when deeper psychological motives have 
been attacked. 

With regard to the prognosis, our results do not justify an optimistic 
Outlook for this group as a whole. In the first place, only a compara- 
tively small number of individuals can be given prolonged or deep 
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psychotherapy. Our experience with less intensive measures has 
occasionally produced very satisfying results but in many more in- 
stances very disappointing results, though I should add that we had 
no choice in the method used. Probably the majority of patients 
received minimal benefit, either because of their own attitude or 
because of the ambivalence of their relatives who managed to interfere 
with the program before it could more than get under way. 


SUMMARY 


The treatment of alcoholism involves problems as difficult as in any 
type of personality disturbance. Our efforts at treatment have made 
us aware of many unsolved problems, but have led us to unqualifiedly 
believe that the treatment must be carried out in the hospital and must 
provide opportunities for externalizing and sublimating the aggres- 
sions along with psychological help to gain insight and reconstruct 
the personality. Such a program requires a long period of time, but 
seems to us to offer the most rational method of therapy for this 
disorder. 
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THE NURSING CARE OF CHRONIC ALCOHOL ADDICTION 
By Isaser Ericxson, R.N.* 


The nursing care of the neurotic patient with chronic alcohol addic- 
tion presents many problems. It is my purpose, in this paper, to dis- 
cuss some of the more common problems arising in the hospital and in 
the nurse's management of them. 

Admission to the Hospital: For those chronic alcohol addicts who 
come to the hospital voluntarily and when sober, admission presents 
the problem of accustoming the patient to his new environment. All 
too often, the patient has a rude awakening to find the hospital very 
different than his previous conception. The locked doors, the pro- 
hibition of coming and going as he wishes, the checking of his clothes, 
the presence of psychotic patients all may be traumatic experiences 
and the nurse must use her most reassuring tact to help the patient 
accept these. 

For that group of patients who are forced by their relatives to come 
to the hospital as a last resort or who are brought by officers of the law, 
the situation is a more difficult one for both the patient and nurse. 

the patient may be intoxicated upon his admission but as the intoxica- 
tion wears off he becomes demanding and unreasonable in his requests 
and makes many bids for attention. The adjustment to the hospital 
is difficult for most patients and particularly so for thie alcohol addict. 
The effects of the withdrawal of alcohol, the radical change in ac- 
tivities, the necessary prohibitions, the new people about him—all 
add to his adjustment problem. Consequently, the nurse should re- 
assure him in every way she can, meet his reasonable demands and ex- 
Plain to him the desirability of discussing his wishes with the phys- 
ician. She should assume an attitude of extreme patience and active 
friendliness. 

Problems Arising During Hospitalization: The average individual ad- 
dicted to alcohol, although passive and dependent, is usually a very 
friendly and likeable person. He hasan ability to make himself liked 
by both nurses and patients, and ie uses this friendliness to assist him 
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in accomplishing the things he desires. The nurse must keep in mind 


that she is dealing with an emotionally immature though physica Mi 
s 


adult person who has had a great deal of difficulty in coping with his 
problems, who regularly regards himself as an exception, and who is 
likely to assume the attitude that everyone is out of step but himself. 
The patient attempts to influence our therapy by trying to convince us 
that he is entirely different from other patients, even from other alco- 
hol addicts. We are frequently confronted with such statements as, 
“I'm not crazy, but you put me in with these nuts, so what can you 
expect?" Or ‘Such an environment would drive anyone insane.” 
Or “If my folks only knew just what kind of a place this was they never 
would have left me here.” He may continue, ‘‘The place was mis- 
represented to them; they understood that it was some kind of a resort 
where people could come and go as they wished.” When these many 
demands are met with frustration the patient reacts in an infantile 
manner. He decides to ‘‘rebel,"’ “go onastrike,"’ “bring the doctor to 
time.” The nurse is the target at which most of these remarks are 
thrown, and her attitude has much to do with the patient's reaction to 
both the physician and the therapy. She should display a consistent 


objective attitude and should never express disgust or irritation at the 
patient's behavior. Since she m 


Generally such persons who 
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influence the physician, the nurses, therapists and attendants by vari- 
ous methods such as making promises, offering bribes, lying, and by 
feeble attempts to demonstrate how different he is from the other 
alcoholics with whom he may be associated. It is very necessary for 
the people who deal with such a patient to help him develop confi- 
dence in them, but on the other hand one must always remember that 
he is dealing with an individual who cannot be trusted. The nurse 
can always present a friendly, kind, but firm attitude toward the 
patient, never playing the part of the judge in attempting to censor or 
reprimand the individual for his escapades. A problem that has con- 
fronted us is that occasionally a nurse becomes emotionally involved 
with a patient, often developing a positive counter-transference which 
is detrimental to the therapy. Too much stress cannot be placed on the 
nurse’s attitude. It should be objective and unemotional to bring 
about the most beneficial results for the patient. t 

We meet another phase of this seductiveness in the patient's relation- 
ships to other patients. It is not at all uncommon when a group of 
alcoholics have town privileges for one member of the group to per- 
suade one or more of the others to drink. Often the one who encour- 
ages and tempts the group by furnishing the liquor and being exceed- 
ingly friendly with them may stay sober. He may even go so far as to 
bring the inebriated individual back to the hospital. By such be- 
havior he hopes to impress his physician with his ability to rest 
alcohol as well as with his cooperative spirit. One can be sure that 
Such tactics represent the individual's aggressive feelings both against 
the hospital and against patient friends, though he consciously may 


have little or no recognition of this. » ‘ 

Reaction to Foods, we and Drugs: The individual ee to 
alcohol is an excellent example of the oral character as pee F 
shown by the work of Rado, Knight, and gia ye ts S B 
he appeals 2c pad oles Aey likes 
and dislikes, In the hospital, they, consume excessive peno 3 
fluid in any available form, almost always preferring to drin : : ae 
a bottle if available; one patient drank an average of fifteen as E ; 
coca-cola a day for a period of some months, and once OE a ae 
two bottles in one day. These individuals drink a num ue areo 
Coffee with their meals and often ask for it between meals. 
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oral cravings are also expressed in other forms. They smoke exces- 
sively; they make frequent visits to the dentist to have minor diffi- 
culties attended to, to have their teeth cleaned, or just to have the 
dentist ‘‘look at’’ their teeth. Their tendency to ask for and accept 
medicine is excessive; they are prone to take tonics, bisodol ‘to assist 
digestion,” cathartics, sedatives, all in excess. Frequently the alcohol 
addict gives a history of periods of addiction to one of the sedative 
drugs. 

These individuals present an outstanding problem in the nursing 
management of their food and fluid intake because, like all pronounced 
oral characters, they make many demands, expect them to be carried 
out, and react to denial with much fretting and peevishness. They are 
given the regular diet planned by the dietitian and served as attrac- 
tively as possible. Coffee drinking is permitted as the patient desires 
unless there is some physical contraindication. Coca-colas and cigar- 
ettes are permitted at the physician’s discretion. Medications are 
given according to the physician's order, and the nurse is expected to 
hold p. r. n. medication to a minimum. 

Reaction to Privileges: The physician explains the restrictions and 
privileges to the patient on admission if he is in a condition to com- 
prehend them. This is never sufficient however, and though it has 
all been explained to him he cannot understand why he may not have 
his money, go about the grounds unaccompanied, smoke as many 
cigarettes as he wishes, or make long distance calls to his family when- 
ever he desires, or*why he should be expected to take part in scheduled 
activities or have his breakfast served at a certain time instead of 
whenever he awakens. The nurse listens to these many complaints, 
not once, but many times, throughout the course of the day and at- 
tempts to explain them in an unaggressive but positive manner. The al- 
coholic makes many requests and demands for privileges and if they are 
refused or postponed, he displays a nearly-stereotyped reaction to the 
frustration. For instance, he may ask to go to town and if his con- 
dition permits the physician may leave an order that he may go to 
town accompanied by an attendant. A common response is, ‘What 
does he think lam? Can’t he trust me? I'll not go if I have to have 4 
‘gorilla’ with me. I'll stay tight here first.” He pouts, sulks, and 
refuses invitations to take part in any planned activity—in short: 
conducts himself in a childish, Provocative manner. The nurse must 
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ignore this behavior and listen to the complaints, and if the oppor- 
tunity presents itself, point out to the patient in a quiet, unconcerned 
manner that he is punishing only himself and not the physician by 
not going to town. She may reassure him by calling his attention to 
the fact that no one would know the man with him was an attendant 
unless he should conduct himself so that the attendant would have to 
exert his authority. s 

It is impossible to meet all the requests and demands of a patient 
and, furthermore, it is not within the nurse’s province to change the 
standing orders for the patient because he does not want to follow 
them. The nurse must bear the brunt of the expressed hostilities 
and one of the chief nursing problems is to smooth the path for these 
individuals and to avoid unnecessary frustrations. Frequently the 
nurse can point out in a friendly manner the patient's inconsistencies; 
she can suggest a permitted substitute gratification for some pro- 
hibition or restriction; she may help him avoid frustration by antici- 
pating his legitimate wants and arranging to grant them before he 
verbalizes them. For instance, an individual may decide ata late 
hour to ask to make a trip to town and only if the nurse has anticipated 
this is it likely that she will be able to arrange for an nl nn i He 
will need spending money for such an excursion but usually ac ects 
to arrange for it or even think of it until after the — office is 
closed. The nurse may forestall outbursts of hostility by foreseeing 
difficulties or anticipating wishes that are likely to arise i 

It has been my purpose in this presentation to stressthe part E e eu 
plays in the treatment of the patient suffering from chronic olic 
addiction, and the importance of understanding the emotional pattern 
of these individuals in order to make the therapy most effective. 


PARANOID STATE WITH DELUSIONS OF INJURY BY 
“BLACK MAGIC” 


By Nataan W. Ackerman, M.D. 
New York City 


In our current era of scientific enlightenment, one rarely encounters 
patients suffering delusions of persecution by means of Black Magic 
and Witchcraft. Several years ago, I had occasion to treat a negro 
patient afflicted with paranoid delusions of this very nature. She 
lived in imminent fear of being attacked and injured through the 
circuitous and mysterious practices of the “Black Art.” The ‘Black 
Art,” which was so conspicuously a part of the ideology of the Middle 
Ages, may be defined as a system of magical practices designed to hurt, 
maim, or kill an enemy. 

Our chief interest here is a consideration of some aspects of the 
psychology of the belief in magic, mainly on the background of the 
clinical history of the above mentioned patient. The character of 
the beliefs to which this patient succumbed is of a piece with primitive 
concepts of sorcery, witchcraft, etc. In this connection I wish to cite 
a quotation from “Psychology of a Primitive People’’ by Porteus: 
“If we can realize the intense loneliness of the black fellow’s world, 
the fact that he is governed on every hand by unreasoning fear is en- 
tirely explicable. We shall no longer impute this phase in malevolent 
magic to stupidity, but rather to an ever-active imagination working 
under the most extraordinary conditions.” 

Ideas of magic are among the oldest heritages of pre-historic man. 
In early periods of human evolution, and in some primitive cultures 
today, a fear of harm through magical means was, and is, a normal 
rather than a pathological experience; whereas, in the later eras of 
human evolution, and in civilized societies, it is considered patho- 
logical. 

A corollary of the above phvlogenetic consideration is the onto- 
genetic one that in childhood, an unfounded fear of magical harm 
occurs as a relatively normal manifestation of development, whereas, 
later in life such beliefs are rationally no longer tenable. Here again 
ye wya apply the far reaching principle, “Ontogeny repeats phy- 
ogeny. 
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From earliest days, the transcendent powers of magical ritual were 
applied in two broad areas: (1) To bring good to others or to the self; 
Q) To bring harm to others or to the self. In the course of time, these 
two directions of application became more highly differentiated. Out 
of a primitive magic grew religion and medicine, and from primitive 
medicine, modern science. The great psychological power of religion 
was its implied reward of good will and good deed to the faithful 
believer. The power of primitive medicine was applied for the pur- 
pose of assuring preservation of physical well-being. Religion and 
medicine developed independently, as outgrowths of the original 
Principle of Magic, and with these two broad developments serving a 
benevolent purpose, the principles of magic came gradually and with 
Increasing prominence to deal with malevolent purposes. 

The practices of sorcery and witchcraft thrived particularly in the 
tsth, 16th, and x7th centuries. The belief in the magical power of 
Certain persons to spread ill-will, or commit evil deeds abounded every- 
where. During this era persons who were supposed to be endowed 
with magical power were on rare occasions idolized, but more usually 
Persecuted and tortured. Magical beliefs were not at this time uni- 
versally recognized as deviations in mental function, Gradually, X 


both i torture of þpërsot e Stake slowly subsi 
h in America and Burope 4s peye £8 be b aaea 
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belief in “Black Magic.” š 


T. i : 
Er € patient was an unmarried negro 
noi » Cultivated, and skilled social wor 

€ars developed while she was in th 
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ak campaign among the people of her own race. 
of six or seven years, 


woman of 43 years, an intelli- 
ker of high rank. Her para- 
e midst of a strenuous social 
e Her fears had 
Gee latently present over a period ars, but did not 

tteach her rational control until a much later period, following a 
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panhysterectomy. Eventually, her emotional distress became quite 
severe and the efficiency of her work was seriously impaired due to the 
fact that she spent most of her energy and time devising magical means 
of counteracting the imagined magical attacks upon her body. 

The patient was the only child of parents who were divorced during 
her infancy because of her father’s infidelity. She had made her home 
permanently with her mother, and was permitted only on rare occa- 
sions to visit her father. The mother emphatically prohibited the 
child from showing the slightest interest in her father; she grew iras- 
cible if even so much as his name was mentioned in the home. For 
this reason the patient was compelled to cherish the love of her father 
secretly. The mother often bitterly lamented the father’s infidelity, 
and alluded frequently to ‘‘the treachery of all men.” In character 
the mother was a typical old southern “mammy”’, genial, loving, but 
self-willed. The patient felt dependent on and yet burdensome to 
the mother, and tried to share her mother's heavy work and domestic 
tesponsibilities. Secretly, she felt sorry for her mother because of the 
father's betrayal of her, and also because the mother recurrently suf- 
fered severe menstrual pain. 

As a young child the patient expressed her feelings freely; when dis- 
satisfied with her mother's treatment of her she became frankly in- 
solent. The mother was puritanical, however, and often told the 
patient that she must never show anger or else she would lose all her 
friends. In consequence of this the patient began to fear to oppose her 
mother’s will. At the early age of five years the patient recalled being 
tormented with fear lest she lose her mother, perhaps by her remar- 
riage, by her desertion, or by her death. Despite the mother’s fre- 
quent reassurances, she continued to be plagued with these fears up 
to the age of 13 years. 

When the patiënt was 9 years of age, the mother took into her home 
three young cousins, slightly older than the patient. The mother 
loved and cared for these children as she did for her own child, and the 
patient felt quite jealous of the attention paid them. They taunted 
her with such remarks as: “Mother will gladly sell you for a mere 
pittance’, “Your bulging eyes will go blind’’, “You're going to die 
from poison because you're always tasting things”. When the pa- 
tient was 15 years of age, these children left the home: 

The patient was a bright student in school and an avid reader. 
When she was 19 years of age, her father died. Having complete 
high school, she decided to Parsue her studies toward a career in 
social work. She told her mother that the had chosen a career be- 
cause she had never been able to crase from her memory her mother’s 
marital unhappiness, had developed a strong distrust of men, an 
wished to ‘‘avoid the misery of a broken home’’. This attitude of 
rejection of men and Marriage was reflected in her behaviour. She 
suppressed all sexual feelings, resisted all inclination to masturbate, 
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and although opportunity was plentiful, completely denied herself 
even the mildest forms of erotic contact with men. Throughout all 
her life she engaged in a succession of purely platonic friendships with 
men. These friendships were not lasting, however, because each 
relationship in turn was promptly terminated as soon as the man made 
any love overtures to her. 

Morcover, she did not wish to leave her mother, and hoped by means 
of a successful career to be able to provide comfort and ease for the 
later years of her mother's life. After much bickering, the mother 
reluctantly acquiesced to her choice of a career but from this time on 
there were continual quarrels between mother and daughter because 
the daughter's plans frequently gave rise to the threat of their having 
to live apart from one another. On repeated occasions the patient was 
early chagrined because of the mother’s attempts to dissuade her 
tom these plans. In these quarrels, sometimes the mother, and 
sometimes the daughter yielded in order to avoid a separation between 
them. Despite this, there was a strong feeling of mutual obligation 
and devotion. Finally, after a long, trying period of working, and 
ee time attendance at college, she graduated when 30 years of age. 

uring this period, the mother worked very hard to help support the 
household. For three years the patient taught school, and then she 
Obtained a fellowship for study in a school for social work in the East. 

his circumstance occasioned another severe quarrel, in which the 
Mother finally yielded and accompanied the patient to the place of her 
latest educational pursuit. One year later the mother became ill, and 
insisted that the patient return home to care for her during her illness. 
€ patient, with deep misgivings about giving up her fellowship, 
finally yielded. On returning with her mother to the mid-west, the 
Patient undertook to supervise the social work of a colored community 
Of a fair sized mid-western city. 
Th ter a lingering illness with cancer o. f F 

€ patient was grief-stricken, and plunged into a heavy program o; 
Social welfare in order to forget her great loss. Commenting on this 
period, she said, “I spent the next eight years dodging grief, loneliness 
and matrimony.” In the course of her prodigious endeavors to insti- 
tute an effective social welfare program for the negroes of the com- 
munity, the patiènt incurred the antagonism of several negro political 
actions. These factions were opposed to the patient and to the social 
Welfare program she had instituted because she was considered an 
alien negro, having been imported from*another city. She necessarily 
puffered “a great deal of humiliation from these factions. She was 

eset with difficulties that arose not only from the resistance of certain 
‘ups of people in her communi:y but also with certain serious 


ifficulties in th ization of her own agency. Repeatedly the 
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thority. Although this woman's ideas of the functions of a social 
agency were outmoded and inefficient, she stubbornly pitted her anti- 
quated, ineffectual policies against the newer ideas advocated by the 
patient. The patient was chronically annoyed by these childish, 
obstructionist tactics but feared to rebel openly and doggedly pursued 
her own policies of social work. : 

One other important aspect of the patient's relationship with this 
executive secretary may be mentioned. During the illness of the pa- 
tient's mother the secretary assumed the rôle of mother to the patient, 
lent her money to defray medical expenses, and treated the patient as 
if she were a child. This woman was herself quite neurotically de- 
pendent, and often called the patient at odd hours during the day and 
night to get advice. This reciprocal dependency continued over 4 
period of some years, during which the patient became gradually more 
reticent and secretive. , 

Two years prior to the recognized onset of the patient's paranoid 
state, she developed symptoms of a benign tumor of the uterus diag- 
nosed as a fibroid. The executive secretary, however, frightened her 
with warnings that she might have cancer just like her mother, an 
insisted upon immediate Operation. The patient underwent a com- 
plete resection of her uterus, ovaries, and tubes. After a six weeks 
period of uneventful convalescence, the patient returned to work, feel- 
ing quite well and having apparently had no unusual emotional reac- 
tion to the surgical menopause. 

Soon after, however, the patient began to be apprehensively pre- 
occupied with what she considered to be the inimical and threaten 2E 
attitude of certain groups of colored people in town. She regarde 
these people as her enemies and began to feel increasingly suspicious 
of their intention, not only to injure her social and professional po 
sition, but also to injure her bodily. Simultaneously she evinced 4 
growing interest in fortune telling, astrology, and the reading of the 
horoscope. Some of the patient's friends felt that her motive if 
delving into the mysteries of the unknown world was probably 4 
desire to contact her now dead mother by spiritualistic means. 

_From this time on she continuously interpreted innocent events 48 
signifying subtle organized efforts to harm her through the diabolical 
methods of “Black Magic.” For purposes of brevity, her paranoi 
misconceptions may be condensed as follows: 

. She talked of certain, womenfolk, her ‘enemies’, who were on the 
war path’. She believed tha: the people who were out to ‘‘get her 
had assigned as many as fifteen “‘forerunners.’’ It was the duty of 
these ‘‘forerunners’’ to try to contact the skin surface of the patient, 
perhaps by a mere light touch, and- through such contact sprea about 
the patient an invisible poison. When people inquired into her healt 
the patient suspected that they knew an aes attempt was undef 


Way to injure her. When she was given gifts of food she was suspict- 
ous of secret attempts to poison her. 
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Whenever conversationally accosted by a colored woman in the 
street, she immediately felt dizzy, felt pains in her legs and withdrew as 
soon as possible. She interpreted this subjective distress as an indica- 
tion that the above mentioned invisible poison was being spread 
about her by a “‘forerunner.”” ; , 

She spoke frequently of certain notorious negroes in the community, 
as practicing the ‘‘Black Art.'’ For a smal] monetary consideration, 
she believed persons could secure the services of these practitioners for 
the purpose of magically injuring their enemies. The magical means 
for accomplishing this injury were infinite in-number, esoteric in pro- 
cedure, and could only be used by certain recognized practitioners. 
These practitioners, if they wished, could instruct other persons in 
the use of the "Black Art.” 

She believed the ‘forerunners’ or ‘‘attackers,’’ sometimes handed 
out stgped cigarettes, which anesthetized the victim. Sometimes 
these “forerunners” offered chewing gum that had been contaminated 
with poison. This resulted in the swelling of the pons and a very 
Sore mouth. The practitioners sometimes attempted to plant a viru- 
lent spider in the house of the chosen victim. Should this person 
effectively protect herself against any contact with the black spider, 
and succeed in killing it, the injury would revert to the ‘‘attacker, 
instead of harming the prospective victim. “Certain women at, 
tempted to lightly brush her hair with their fingertips and so spread 
about her an invisible powder, which would cause her hair to become 
brittle, break, and fall out; this same powder might also injure her 
body. She thought the effect of this invisible poison powder was to 
crumple the skin, cause severe constipation which prevented the 
natural elimination of poison from the body, and also cause pains in 
the joints. The poison was sometimes spread on the floor and when 
this happened it made the victim feel as though insects were crawlin. 
Over her body. She stated that anyone who wrote his name with re 
Pair would inevitably be harmed as much as if they had swallowed 
z all lizards in their food and the lizards injured their insides. Other 
oo tropy had to do with the effect of chicken feathers and black 

nes, 
4 he patient believed she had been actually injured in these ways on 

Breat numberof occasions, and sought to protect herself from these 
noxious attacks by magical means. She believed that if these attacks 
Were effectively counteracted, the harm would inevitably turn against 

injure the “attacker” or “forerunner.” In such efforts, she 
ed her body with vinegar and soda, made liberal use of herbs, 
rezatives, and antiseptics, and wore a coin on her ankle or in the bot- 
om of her shoe. > ch i gainst possible 
ini, © Patient a numerous other protections a D 
injury through ae of the “Black Art.” She had special 
oo made on her doors; special window shutters, which could be 
Curely fastened from the inside; she locked her clothes in the closet; 
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annointed herself with special salves after taking baths in which 
a spread a protective reise Whenever the patient shook hans 
with anyone she suspected might be a ‘‘forerunner’’ she quickly was ie 
her hands and disinfected them thoroughly. She did not use the tele 
phone without first disinfecting both the mouth piece and the ear 
piece. 


The number of such ideas elaborated by the patient were legion. 
Their implication was universally the same: certain practitioners ot 
the “Black Art” utilized nefarious magical methods in order to com 
mit with impunity a criminal attack upon her. She studied es 
carefully the complicated procedures by which she could counteract 
the harmful effects of these menaces and turn the injury back so A 
affected the ‘‘attacker’’ rather than herself. The varieties of magica. 
protection were fully as complicated as the methods used in attempting 
injury. 

INTERPRETATIVE COMMENT 


In rehearsing this woman's life experiences and the development of 
her unusual paranoid content, we are immediately impressed with 
certain conspicuous life-long trends in her emotional life. , 

As a child, she felt quite insecure. She was unsure of her mother s 
love, and was prohibited from open love of her father by her mother 
consistent admonitions against men. In effect her mother said: 
“Your father hurt me; all men are treacherous; You are like me, F 
woman; they will hurt you too. You can depend only on the love oF 
your mother. Stay with me”. Despite this assurance of materna 
devotion, the patient found herself unable to fully trust her mother $ 
love and suffered a lurking fear that the mother would betray her by 
deserting her, remarrying or even by dying. ‘i 

The mother must have provided some early reasons for such distrust- 
Perhaps this distrust of her mother was reinforced in reality by the 
mother’s attitude of giving as much love to three adopted children 
as to her own daughter. Notwithstanding this fear of the mother 
betrayal, the patient was quite dependent upon her, and developed 49 
unconscious homosexual attachment to her, very much fostered by the 
mother’s own attitude of exclusive devotion. This close identification 
with the mother made her feel that it was on the one hand painful and, 
on the other hand, dangerous to be a woman. Her fear of being burs 
if she played the part of a woman induced her to renounce this rôle- 
She repressed her sexual feeling completely; permitted no erotic rela- 
tions with men, and denied herself marriage. A 

Because she could not trust her mother’s love, she was unconsciously 
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hostile to her. This motivated an unconscious guilt feeling, and 
promoted strong feelings of obligation to her mother. She desired to 
propitiate her guilt by being a devoted companion to her mother and 
by providing comfort and ease for the last years of her mother’s life. 
However, the patient's narcissistic character, her denial of men, of 
maternity, her guilt feelings and exaggerated sense of obligation based 
upon unconscious homosexual hostility compelled sublimated ex- 
pression in a career of social work. Here there entered a new compli- 
cation; her mother’s selfishly possessive love competed. with, and 
threatened to block her efforts at a successful life adjustment on a 
sublimated level. This naturally intensified her hostility for, and 
guilt toward her mother and also invited fear of the mother’s retalia- 
tion. The mother’s death from cancer of the uterus was a final 
symbolic punishment for being a woman. Unconsciously the patient 
may have believed herself responsible for her mother’s death. 

Her reality situation in social work and in the community might be 
conceived as a psychological parallel of her early family situation. 
The executive secretary served as a mother substitute; the inimical 
colored people of her community as her adopted siblings. Although 
some conflict developed between the executive secretary and herself, the 
patient permitted herself to get indebted to the woman and allowed 
an emotional relationship of mutual inter-dependence to develop. In 
a general way the precariously disguised homosexual attachment to 
this supervisor and the inimical attitude of the community folk re- 
capitulated the original family constellation. The actual threat 
directed toward her by the community, the potential threat of mutila- 
tion implied in the death of her mother from cancer of the womb, and 
finally her own operative mutilation for a tumor of the womb, forced 
into the foreground the paranoid maladjustment. 

While such a survey of the patient’s personality growth provides 
some understanding of the genesis of her illness, and also explains its 
form, it does not however, account for its peculiar content. In my 
Opinion, the unusual predominance im this patient of ideas of witch- 
craft and black magic has a sociological and racial source. Being a 
negro, the patient had especially in childhood been subjected by her 
mother to the influence of superstitious belief in the power of magical 
céremonies. In her early years, many stories of witchcraft were 
recounted to her. With adulthood and the ripening of her intellectual 
Vision, she rejected all such belief as being grounded in ignorance. 
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Notwithstanding this, her social mission carried her always back 3 
negroes, among whom magical beliefs and practices strongly prevaile : 
She penetrated the essential fraudulence and chicanery of these prac 
tices until such a time as her own psychic life produced a need for some 
magical communication with, and perpetration of hurt se 
another person, her mother or surrogate mother. When this nec 
arose, her intellect no longer served its usual critical and controling 
function. She began to accept en masse the beliefs in magic which ha 
prevailed in the emotional life of her childhood experiences. F 
It is of interest to note her preoccupation with black—'‘black 
magic, ‘‘black"’ cats, black” spiders, ‘‘black’’ art—and to consider 
its possible relation to her own blackness and hence to internal con- 
flicts concerning her color. Speculation may lead us a little further, 
for it will be remembered that her symptoms were apparently precip! 
tated by her friction with a white woman, her superior in the office, 
toward whom it was necessary to suppress her hostility. Thus her 


association of evil works and deeds with blackness may have been 4 
symbolic confession of her own guilt. 


CONCLUSION 


In this paper, I have sought to elucidate the nature of certain 
psychological dynamisms involved in the genesis of the belief in magic- 
I have attempted to do this mainly through a detailed analysis of the 
clinical data of a paranoid patient, whose delusions of persecution were 
prevailingly in the realm of ‘‘Black Magic’’. 

It is perhaps of interest to indicate that this patient made an excellent 
social recovery from her paranoid illness. At the time of this writing, 
three years after the completion of her treatment, she is free of all signs 
of psychosis, is well adjusted emotionally and socially, and is executing 
in an admirable way an important project in social welfare. For het 
professional achievement she has earned the great “respect of het 
community. 

This patient was treated over a period of ten months with a type a 
intensive psychotherapy, patterned on the basic principles of psycho- 
analysis. In the course of this period of treatment she was able 
successfully to abreact her fear, #ain insight into her unconscious, 
pathological motivations, and to gradually appreciate how she Had 


incorporated and subjectively utilized the magical ideas which came 
to her as a racial heritage. 
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BOOK NOTICES 


Introduction to Clinical Psychology. By Epwarpo M. Wesraurcn. 
Price $3.50. Pp. 312. Phila elphia: P. Blakiston’s Son & Co., 
1937- 

In general this is an authoritative and valuable book for the clinical 
psychologist. The factual material is based upon years of practical 
experience in dealing with maladjusted individuals, The discussion 
of test results and their interpretation and statistical considerations is 
particularly valuable for the beginning clinician. Some of the author's 
theoretical interpretations, regarding the affective factors of the indi- 
vidual, appear questionable in the light of psychoanalytic literature. 


B: C.S 


Freud, Goethe, Wagner. By Tuomas MANN. Price $2.00. Pp. 211. 

New York, Alfred A. Knopf, 1937- 

This collection of essays is written with the graceful style and 
thoughtfulness of content which characterize the justly celebrated 
author. The essay on Freud, delivered in commemoration of his 
cightieth birthday, is one which every psychiatrist will enjoy reading. 
He regards the assumption of the responsibility for one’s own be- 
havior, even though it may seem inexplicable or accidental or fateful, 


as the spiritual nucleus of the Freudian ideology. (K. A. M.) 


What It Means To Grow Up. A Guide in Understanding the Develop- 
ment of Character. By Fritz KÜNKEL, M.D. Price $2.00. Pp. 
180. New York, Charles Scribner's Sons, 1937. 

This is an easily read, well-written exposition, from the Adlerian 
point of view, of character development. Growing up, according to 
Dr. Kiinkel, means developing from “egocentricity (which covers a 
multitude of sins) to objectivity, which is mature adulthood. The 


on three chapters are valuable for educators and parents to read; the 
ast three are only mildly interesting and of doubtful value. (R.P.K.) 


Personality in Formation and Action. By Wiu.uiaM Hearty, M.D. Price, 
Bate, Pp. 197. N. Y., W. W. Norton & Co., 1938. 

fin e description of the personality both in its formative and in its 
Ctional aspects which is made by Doctor Healy in this book em- 

acing the Salmon Memorial lectures for 1937 has the combined merit 
pee accuracy and, literary ‘grace. It is a lucid and almost 

being. Ge A ME = the modern psychiatric conception of the human 
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Kyicut, Rosert P.: The Psychodynamics of Chronic Alcoholism. 

J. Nerv. and Ment. Dis., 86: 538-548, November 1937. n 

By using a sample case history as a frame of reference and comparison 
for other cases studied, the author discusses certain typical factors in 
the parental management of the child who becomes a chronic alco- 
holic and attempts to show how these early influences have develope 
neurotic patterns involving the use of alcohol. A few suggestions are 
made as to the initiating of psychoanalytic treatment. 


Mennincer, Witiiam C.: Psychological Factors in Disease. Wis- 

consin M. J., 37:29-36, January 1938. , 

It is the author's opinion that disease should always be considered as 
a psychosomatic reaction and that the emphasis may be either on t e 
psychic or the somatic symptoms, but both components are always 
present. A classification of diseases is attempted to illustrate the 
various groups and the relation of the psychic component to t nS 
somatic. Brief suggestions regarding the management of the psychic 
component are given, with especial reference to the initial contact, the 
examination, and the subsequent treatment. 


Cuarx, Marjorie: Teaching on the Wards. Am. J. Nursing, 37:73-78» 
January 1938. 
This paper is a discussion of the methods available on the wards of 4 
poremeti hospital for the teaching of affiliate or postgraduate nurses. 
he value of this form of teaching is mentioned and the factors to P¢ 
considered in the planning of the ward teaching program are presente 
and explained. The different methods of teaching on the ward, 19° 
cluding individual teaching, morning circle, ward clinics, and group 


demonstrations are reviewed in detail and the advantages of cac 
method pointed out. 


Enicxson, IsaneL: The Psychiatric Nursing Care of Manic-Depressiv© 
and Schizophrenic Psychoses. Trained Nurse €? Hosp. Rev., 98:587 
592, June 1937. b- 

his paper emphasizes the diference between the duties and pon 

lems of a psychiatric nurse and those of a general purse. The pt 

ciples of treatment of the psychiatric patient are outlined briefly, e 

the importance of the nurse’s attitude toward the patient as part of t 

treatment is stressed. Special considerations concerning the nursing 

care of the manic-depressive and schizophrenic psychoses are brie 
discussed. 
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THE RESULTS WITH METRAZOL AS AN ADJUNCT THERAPY 
IN SCHIZOPHRENIA AND DEPRESSIONS 


By Wittram C. MENNINGER, M.D. 


The drug metrazol as an addition to the therapeutic armamentarium 
of schizophrenia has been used in this country less than two years!. 
In fact, the first paper by its originator Meduna? appeared only in 1935- 
Tt has, however, gained a very widespread use and although the litera- 
ture on the subject is still meager it is increasing rapidly. Despite 
the fact that the therapeutic mechanism of metrazol is entirely unclear 
and its threat of possible organic brain damage is still undetermined, 
its occasional spectacular results have gained favor for its use in prob- 
ably the majority of progressive institutions. Regardless of spectacu- 
lar results, however, one must keep in mind that in no place has it been 
used for a sufficient length of time to evaluate adequately other than 
the immediate results. The following data are based on the treatment 
Of 26 patients with 220 injections of metrazol, resulting in 167 con- 
vulsive reactions. 

Indications: Metrazol was originally recommended in the treatment 
of various types of schizophrenia, with the best results being reported 
3. Finiefs). Our own experience to 


wi . 
7 ith the catatonic type (Kennedy’, } ce 

ate has been limited chiefly to its use in schizophrenia, but in addition 
d. We are aware of unpub- 


i of depression have been treate 4 

reports of its use in many other types of mental illness. Most 
Spectacular have been the results in the manic-depressive psychoses in 
the depressed phase as given by Bennett® who reported twenty cases 
treated with a recovery in every instance, and Low® who obtained 13 
tecoveries in 16 cases. Lebensohn’ quotes Wahlmann as having used 
the drug in depressions with better results than in schizophrenia. 


ebted for observations and treatment 
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The factors determining the choice of schizophrenic patients to re- 
ceive metrazol have been given little consideration in the reports in the 
literature. Except for stressing the apparent advantage of giving the 
drug soon after the onset of the illness and the likelihood of obtaining 
the best results in the catatonic form, no other indications are given. 
One gains the impression that Meduna, as well as others, regards the 
convulsive attacks as a specific treatment, with a specificity of suffi- 
cient certainty to be indicated in and prescribed for all schizophrenias, 
the earlier the better. There are obvious fallacies in such an attitude: 
the chances for improvement in schizophrenia are enhanced with any 
treatment program if administered soon after the onset. Our under- 
standing of the nature of the illnesses classed as schizophrenia would 
not permit us to regard convulsions as being a specific cure: they may 
momentarily break a vicious cycle in the patient's psychomotor adjust- 
ment, but we cannot assume that they change the emotional conflicts 
nor prepare the patient to face any more adequately the reality prob- 
lems in his particular environment. And finally, there is good reason 
to question the advisability of giving metrazol to every schizophrenic 
patient, even if we disregarded the possible organic brain damage from 
the repeated administrations. If the patient manifests some effort tO 
remain loyal to reality, is reasonably accessible to psychotherapy and 
will make an effort to carry on a directed program of therapeutic 
activities, we do not consider that the use of metrazol is indicated. 

Contraindications for metrazol include severe cardiovascular diseases 
the presence of-a febrile reaction from any cause or any severe acute 
physical disease, or the presence of any brain lesion or organic damage: 
From our own experience we would second Meduna’s original sugges- 
tion that menstruation is a contraindication for metrazol treatment. 
In one of our cases that improved, the patient was two months preg- 
nant. In the literature reviewed, the only mention noted of the ag 
of patients treated is that of Reese ef al.8 who stated ¿hat they rarely 
accepted patients over 40 years of age. Lebensohn stated that 45 yea" 
should be the upper limit. In our series, one patient was 57 years O 
age, one 56 and one, 54; the youngest was 18. 

Method of Treatment: The drug metrazol is given in a ten per cent 
aqueous solution intravenously. The practice of producing a previous 
alkalinization of the patient as suggested by other workers? was ttte 
but was discarded. We do not restrict free movement of the patient 


ry: 
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during the convulsion. A padded tongue blade is placed between the 
molar teeth and the tip of the mandible is supported upward with 
firm pressure to prevent dislocation. The drug is injected intrave- 
nously through a large needle as rapidly as possible. After a latency 
period of a few seconds, a typical convulsive seizure results, lasting 
from fifteen to sixty seconds, beginning with.a tonic and progressing 
to a clonic phase, and involving the entire body. The convulsion is 
followed by a period of confusion lasting from two or three minutes 
to as long as an hour. After rest in bed for two or three hours, the 
patient is again permitted to take part in his daily activities, and 
usually is able to do so without distress. 

The Dosage: The question of the amount of metrazol to give, as to 
both single dosage and number of treatments, is undecided. We begin 
with an initial dose of three cubic centimeters, which, in more than 
half the cases, produced a convulsion. A tolerance to the drug de- 
velops so that the amount for successive treatments must be judged 
entirely by the reaction to the amount given previously. In only two 
cases, three cc. produced convulsions throughout the series. In nine 
cases, six cubic centimeters was the maximum dose; in twelve instances 
seven to eight cc. were required. In several other instances we gave a 
dose of seven cc. which did not produce a convulsion and within the 
next five minutes a second administration of eight cc. was given which 
did produce a convulsion.* 

We have noted repeatedly that if a sedative is given the patient the 
night before, and particularly if given a few hours before the treatment, 
the amount of metrazol required to produce a convulsion is always 
markedly increased. 

As to the number of injections, though the original recommendation 
was to give fifteen or twenty treatments at regular intervals, we regard 
this as inadvisable since in some instances a spectacular result may be 
apparent after vhree or four treatments and in others, an indefinite 
number seems to produce no results. Furthermore, we have found it 


* In one instance, that of a 200 pound man, the first injection of 5 cc., followed immedi- 
ately by 7 cc., produced no convulsion; in the second treatment, 10 CC. produced a con- 
vulsion; in the third, 13 cc. were ineffective; in the fourth, 15 cc. produced some spasm 
but no loss of consciousness; th> fifth and sixth injections, each of 17 cc., produced a 
convulsion. The maximum dose mentioned in the literature reviewed was 16 cc. (Ken- 


5 nedy3), 
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impractical to attempt to schedule the metrazol treatments at regular 
intervals. In fact we have found it detrimental to follow such a plan, 
since in at least two instances we had the experience of having the 
patient show a very marked improvement after a particular treatment, 
only to regress after the next treatment. We are guided entirely by the 
individual response, and if the patient shows a favorable reaction fol- 
lowing the convulsion we do not give further injections for a while. 
In four cases we felt that the maximum results were obtained with six 
injections. Thus, we are convinced that Meduna’s original technique” 
of giving three additional convulsions after improvement is entirely 
unnecessary. Nor can we agree with Finkelman’s® plan of giving a”? 
average of twenty-five or thirty injections (in one case 51!) in an at- 
tempt to bring about a result. 

Attitude of Patient Toward Treatment: The use of metrazol as well as 
of insulin has been objected to, perhaps rightly!°, because of the 
psychological insult of the treatment to the patient. In every case of 
metrazol treatment we have witnessed varying degrees of apprehension, 
resistance and fear. Characteristically certain patients use the treat- 
ment to further their delusional system. Thus one patient believed 
that the treatment was ‘‘to help his circulation,” and although appre- 
hensive and fearful of it, he accepted it on this basis. Another patient 
consistently used it as an evidence that we were trying to punish her 
and “‘brow-beat’’ her into submission. In at least six instances actual 
force was necessary to put the patient to bed and invariably every 
patient regarded the approach of a physician for the treatment with 
some degree of fear. $ 

This apprehension is manifested by most patients even on the initial 
injection, though in no instance to our knowledge did any metrazol 
patient witness the convulsion of any other patient. In fact, with the 
initial dose the majority of patients hardly knew what to expect an 
yet manifested a certain amount of apprehension. One patient refusce 
to undress. A second one complained that he ‘‘didn’t want to die- 
A third patient asked why we wanted to “kill her.” 

Physical resistance is shown not only by the refusal of certain P^- 
tients to go to bed, but in many instances by combativeness. One 
Patient used the device of crawling under the bed. Two made it 2 


point to leave their room for the work snop, or some other places 
before time for the treatment. 
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Some patients announce very positively that they will not take the 
treatment, though when all preparation is made, they offer no resist- 
ance. They do sometimes express extreme fear. Such statements as, 
“These treatments scare me to death,”’ ‘‘Please don’t do that to me,” 
and other tearful and frightened protests are frequent. In one instance 
the patient associated the treatment with her room, and in fact with 
the whole hospital, so that when she went for a walk she would refuse 
to return to the hospital for fear that she might have a treatment, fre- 
quently becoming tearful and occasionally combative. Even for those 
patients who have greatly improved and perhaps understand that the 
treatments have helped them, the anxiety still remains and is mani- 
fested in such remarks as, ‘‘God, I dread this!” “Oh, goodness, how 
many more?’ ‘‘Oh shoot, another one of those things!” 

This conspicuous attitude of apprehension, anxiety, and fear on the 
part of the patient is undoubtedly of very great significance in what- 
ever results are obtained by the treatment. It is our impression that 
in some instances this has been an important factor in driving the 
patient away from his delusional system sitnce he felt that the doctor 
disapproved of the delusional system. He would, therefore, suppress 
it, rather than have the injection. Such improvement, however, 
must be regarded as spurious even though symptomatically the change 
in the patient's speech and conduct may appear to be very marked. 

The Convulsion: As was indicated above, following the injection there 
is a brief latency period before the actual onset of the convulsion. In 
those instances in which it could be measured, we noted that there was 
no uniformity in the length of this period even in the same individual. 
Thus, in the same patient the latency period may be ten seconds on one 
Occasion and sixty seconds on another. Ina series of 106 injections we 
found the length of the latency period to be as follows: 


Instances Per cent 


5 seconds (or less). . 6 5-7 


6 to 10 seconds 237. 
II to 15 seconds 36.8 
16 to 20 seconds 19.8 
21 tO 30 seconds 6.5 
31 to 50 seconds 457) 

2.7 


Over 50 seconds 
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There was one latency period of 77 seconds, and one of 105 seconds. 

The convulsion in some instances is preceded by an aura, though this 
seems to be exceptional. This aura may consist of a strangling cough 
or a queer noise in the nature of a grunt. In a very few instances it 
has been a shrill cry. 

The duration of the convulsions themselves also varied widely, with 
the great majority lasting between thirty and sixty seconds. The 
following table indicates our observations: 


10 to 30 seconds duration 3 
31 to 40 seconds duration In 
41 to 50 seconds duration 34 
51 to 60 seconds duration.. 20 
61 to 70 seconds duration.. 3 
71 to 8o seconds duration... 8 
8x to go seconds duration... 4 

8 


Over go seconds duration 


In the group lasting 90 seconds or more there was one case in which 
the patient showed a tonic phase lasting thirty seconds, and a clonic 
phase lasting four minutes. There were several cases in which the 
total length of the convulsion was between two and three minutes. 

The relative length of the tonic and clonic phases varies rather 
widely. At least three patients showed a longer clonic phase in some 
treatments and a longer tonic phase in ohers. Probably in the ma- 
jority of treatments the tonic phase is the shorter. , In some instances 
the patient migat even ‘have a very brief clonic phase first with a few 
jerks, and then a tonic phase followed by a second clonic phase. It 
was frequently observed that the first convulsion was the longest- 

Concomitant symptoms during the convulsion were frequently noted. 
In contrast to epileptic convulsions, frothing at the mouth is very tare: 
In only one instance in all of the convulsive treatments have we seca 
incontinence of either urine or feces, although Kennedy reported this 
occurrence as frequent. In three instances ejaculation with partia. 
or complete erection of the penis occurred. Corroborating Leben- 
sohn’s observation, we have scen several patients whose hands auto” 
matically went to their genital region in the tonic phase of the conyul- 
sion. The development of “‘gooss-flesh’’ was regularly observed 18 
certain patients. ; e 

Certain consistent neurological findings were observed. The pupils 
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initially became very widely dilated, usually remaining so throughout 
the convulsion and then becoming noticeably contracted. The eye- 
balls usually rotated upward, remained there momentarily and then 
deviated either to the left or right. Usually the same patient always 
showed the same deviation, though in two patients the eyes occasion- 
ally would deviate to the right and at other times to the left. In one 
instance they rotated downward. 

On two occasions in different patients the head was drawn sharply 
to one side, and in one of these cases the mouth also was drawn to the 
same side. A transient strabismus was observed in three different 
individuals, in two, an internal strabismus, and in the other a divergent 
strabismus. Nystagmus was observed on only two occasions, both 
times in the same patient. In contrast to the findings of other ob- 
servers’, a unilateral or bilateral Babinski was observed on only six 
different occasions, although it was regularly tested for. 

Blood Pressure Observations: Blood pressure observations were made 
prior to the injection and five minutes afterward. In several instances 
they were made several times during this period so that we might 
determine what changes took place. One must assume that the anxi- 
ety was an important if not determining factor in the change. For 
instance, in one case prior to the injection, the blood pressure regis- 
tered 115/90; the injection was given but the dose was so small that 
no convulsion resulted, and five minutes after the injection the blood 
pressure was 180/110. There was no physical struggle and no explan- 
ation for the very marked change, except that it might have been due 
to the side effects of the drug and to the extreme anxiety. 

There was a very wide variation in the blood pressure readings which 
might be summarized by saying that in 68 per cent of the treatments 
there was a rise, but in 32 per cent there was an actual fall in the blood 
Pressure. In one particular case in the.course of a series of eight treat- 
ments, the blood pressure was increased in four instances and fell in 
four. We have observed in a few cases that during a series of treat- 
ments the initial blood pressure seems to rise consistently. Thus in 
the first treatment of one patient, his initial systolic pressure was 108 
mm. of mercury and at the fourteenth treatment the initial pressure 
was 180 mm. In a second case the rise between the first and seventh 
treatments was from 160/98 to 202/98. We have had three cases 
in which the initial blood pressure was over 170, the highest being 
202/ 98. 
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The change in the blood pressure between the time prior to the in- 
jection and five minutes afterward is shown in the following table: 


Rise: Fall: 
Instances Par cent Instances Par cent 
5mm. or less... 8 12 5 mm. or less....-. 5 7-6 
6mm. 15 22.7 6 mm. to 10......-- 4 6.1 
11 mm. 4 6.1 11 mm. 2: 3 

16 mm. 7 10.7 16 mm. 4 6.1 
21 mm. 5 7-6 21 mm. to 30 I 1.5 
31 mm. 4 6.1 31 mm. to 40.. 3 4:5 
41 MM. tO §0....- 2 a2 More than 40 m: ee 
45 68.2 21 1.8 


Thus, one must assume that the factors causing the changes in the 
blood pressure here are so complicated that no conclusion can be 
drawn. In one of the most marked drops in blood pressure— 44 mm. of 
mercury—the patient was extremely resistive to the treatraent, had a 
great deal of anxiety about it, and had a very severe convulsion. 

Post-Convulsive Behavior: Following the clonic phase the patient pre- 
sents a picture of confusion and disorientation lasting for a period of @ 
few minutes or as long as an hour or two. Certain features of this 
have been of special interest. The majority of patients have an am- 
nesia for immediate events, particularly for the convulsion, and may 
indicate by their questions that they do not know they have had a 
convulsion. This amnesia, however, is apparently related only tO 
the period of confusion since they invariably remember at least the 
fact that they have had a treatment. Occasionally they are tearful 
and in one instance a woman who had exhibited no tearfulness for any 
reason over a period of six months, cried very copiously following the 
second injection. Frequently they moaned or groaned for a period o 
a minute or two, or even several minutes following the convulsion: 
The more psychotic patients in some instances continued their previous 
activity (such as masturbation) even during the period of confusion; 
in one instance, the patient continued trying to knock his head against 
the wall. f 

A conspicuous feature of the post-convulsive confusion in some cases 
is a greatly increased erotism. This was present in two women pa 
tients and in two men. They became amorous toward the doctor or 
nurse, actually going so far as to propose sexual relations and wantiug 
to be hugged, kissed, and petted. A probable modification of the 


; 
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erotism was seen in many instances in which the patient made sucking 
or champing motions with the mouth. The automatic masturbation 
and ‘occurrence of an erection and seminal emission were mentioned 
above. (For further discussion of this, see Dr. Grotjahn’s article 
in this number of the Bulletin). 

Another conspicuous feature of the post-convulsive confusion is fear 
and apprehension. In some instances this was so extreme that the 
patient held on to the nurse or the doctor, begging that he not leave. 
In two instances the patient called for ‘‘mother.’’ Some patients ex- 
pressed the fear of dying, or of terrific impending disaster. 


TABLE I 


Results in schizophrenia reported by other workers (which have been in part quoted from Lebensobn 
and Reese) include: 


cases | or ipnoveD 

percent 
Med dias ana oh 09 ae daa tae wane 110 49 
Angyal and Garfas®...........-- 45 37 
Dr AREO TOANE EE arate 6r 66 
ID E E E T e go 45 
Schilder’ oeng op on ais eruins 15 26.6 
Finkelman sy gois was aene 66 85* 
BEE anoano e aa ae see 8 5 
Reese’... 20) 52 
Gula reisg s I0 a 
NON ernea ‘nnn ale AEE tee anA 3 22.9 


* Under 6 months. 


In the post-convulsive behavior physical discomfort has been ob- 
served rather frequently, consisting particularly of eructations and 
nausea. In a few instances vomiting occurred. Rather frequently a 
patient complained of headache or backache. In one instance nausea 
and vomiting continued for five hours after the injection, but in most 
instances the physical complaints disappeared within the course of 
two hours. : 

A fifth type of post-convulsive behavior is drowsiness which occurs 
in some degree in most cases, sométimes resulting in sleep in the course 
Of 20 to 30 minutes after the convulsion. The sleep, however, is not 
prolonged nor necessarily deep. 
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From the therapeutic standpoint perhaps the most important feature 
in the post-convulsive behavior is the increased accessibility of the 
patient following the convulsion. This affords opportunity for psy- 
chotherapy. Following certain treatments some patients showed 
much greater friendliness, accessibility, and willingness to codperate. 
Unfortunately, this may last only through the day of the treatment. 
In those cases who make a permanent improvement, however, it may 
continue subsequent to the day of treatment. 

Accidents: While accidents in metrazol treatments have been reported 
frequently, in our own experience they have been limited to four in- 
stances in which the jaw was dislocated and two instances in which a 
shoulder was dislocated. We have had no fatalities. 


TABLE II 
Results in schizophrenia with metrazol 
DURATION 
Le More 
chant | 2% | 23 | 3-4 | 4-5 | chang | Totals 
year | Yeats | years | years | years | "ear 
n EPA T ern dieensians 1 i 
Marked improvement. I 3 I 5 
Slight improvement w & I I 4 
INOICDRDB A E A E 1 2 I 3 9 
Improved with subsequent re- 
EGURA iesin e son mre oi I I I 3 
r 22 


Results: The results of treatment of schizophrenia with metrazol as 
reported by various writers are extremely difficult to evaluate. Both 
the methods and such individual factors as the duration of illness, the 
degree of improvement, and thë proof of recovery, are difficult if not 
impossible to judge. The investigator’s personal enthusiasm for the 
treatment may entirely bias his evaluation of results. Consequently; 
statistical survey of results are pot strictly comparable. 2 

Table II indicates our own results with the use of metrazol in schizo- 
phrenia. The status, however, of these 22 patients is the results 0 
milieu and psychotherapy in addition to the metrazol, and it is incorrect 
to assume that the final result was due to the drug alone. Of the >* 
patients, 16 had regular psychotherapeutic sessions with a physician- 


4 
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The importance of the milieu and psychotherapy is perhaps best in- 
dictated in the case of one of the patients listed in the above table as 
showing ‘‘no change.’’ Actually she recovered sufficiently to go 
home, but metrazol only seemed to make her worse and after 6 injec- 
tions it was stopped. Over a period of several days following the last 
injection she continued to get worse. 

Special mention should be made of the number of individuals show- 
ing improvement. Seven of the nine patients so listed are at home 
and apparently are adjusting satisfactorily, though we did not consider 
them well. Thus, the evaluation of our results may differ from similar 
evaluations in other institutions. If the patient is sufficiently im- 
proved to be paroled to the family it is not necessarily a remission, 
though in many institutions it would probably be called such. We 
limit the concept of ‘‘recovered’’ to a happy and efficient adjustment 
in the patient’s own environment. 

The results in the treatment of depressions of which we had four, 
have been spectacular. Two women aged 54 and 43 who had both 
been ill for more than a yearand a half, completely recovered, one after 
7 convulsions and one after 4 convulsions. Two additional cases of 
depression, one a man and one a woman, showed a decided improve- 
Ment with metrazol and both are still under treatment. It is our 
impression that metrazol may be more effective for the protracted 
depression than for schizophrenia, an opinion held by Bennett’ and 
Low‘, mentioned above. 

Psychotherapy: It seems unscientific to assume that a patient is well, 
even though free of symptoms, unless he has some insight and under- 
standing of the nature of both his intrapsychic and environmental 
conflicts. Therefore, it has been our practice to emphasize the im- 
portance of psychotherapy to supplement whatever other methods we 
May use, including metrazol. Consequently, in fourteen of these 
Patients a special effort was made to help the patient through psycho- 
therapy, and as one might expect, the greatest improvement was 
observed in those cases who were most able to profit from this help. 
In other words, a major advantage of the use of metrazol is that it 
tends to make the patient more accessible, and thus permits psycho- 
therapy to take place which otherwise could not occur. , ; 
> Insulin versus Metrazoi: It is quite possible that the mechanism in 
Operation in insulin and metrazol ‘‘shock’’ is quite different though it 
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is as yet unknown. There are many unpublished reports of the com- 
bined use of the two methods. Each form of treatment has a group of 
adherents and unfortunately the attitude is widespread of ‘either in- 
sulin or metrazol."’ The result is a controversy as to the relative 
merits of each (Wortis"!, Meduna!?, Sakel”). 

After using insulin shock therapy in several cases, we began metra- 
zol. Our results with insulin were not convincing and the relative 


simplicity and lesser danger of metrazol therapy has led us to continue 
its use exclusively.* 


SUMMARY 


The psychiatric treatment of twenty-six schizophrenic patients has 
been supplemented with metrazol injections—a total of 220 injections 
resulting in 167 convulsive reactions. The results with this group of 
patients have been much less spectacular than those reported in the lit- 
erature, with one recovered, three noticeably improved, four slightly 
improved, and seven unchanged. The greatest advantage of metrazol 
convulsions seems to be that they increase the accessibility of the 
patient to psychotherapy. Our experience has led us to believe that 
neither a set plan as to the regularity nor the number of treatments 
should be followed rigidly and that once the patient’s behavior and 
speech show a noticeable improvement, the convulsive treatments 
should be stopped. Furthermore, convulsive therapy does not have 4 
specificity for schizophrenia and its use in every case of early schizo- 
phrenia is not justified. Our own results with four cases and reports 
in the literature indicate that the therapeutic effectiveness may be 
even greater in depressions. 
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PSYCHIATRIC OBSERVATIONS OF SCHIZOPHRENIC 
PATIENTS DURING METRAZOL TREATMENT 


By Martin Grozyann, M.D. 


In speaking of the psychology of schizophrenics undergoing metrazol 
treatment we are actually discussing two different and unknown things 
at the same time. Little is known about the psychology of schizo- 
phrenia; it is even uncertain how many different things are included 
in our conception of schizophrenia. Neither is it known what hap- 
pens to the patient after the injection of metrazol. All that is known 
is the fact that metrazol injections are followed by more or less general- 
ized convulsions, and that such convulsions may or may not be fol- 
lowed by some change in the further progress of the schizophrenic 
process. 

The fact that insulin shock treatment is closely related to the metra- 
zol convulsion treatment does not offer much help, for it only intro- 
duces a third unknown factor. Also, the two men who did the first 
work with metrazol and insulin in the treatment of schizophrenia do 
not offer much information about the theory and psychology of this 
new therapeutic approach. Sakel is of the opinion that insulin treat- 
ment may be compared to the knife of a surgeon: but it is not the knife, 
but the surgeon who uses the instrument skillfully that makes the 
treatment a success. Wor Meduna does not take the psychological 
effect of metrazol treatment into consideration at all. 

So the conclusion is justified that it is too early to speculate about 
the psychology of metrazol treatment before more material is obtained. 
In the following paper some observations will be given as the basis for 
some thoughts which later on may be incorporated in a more systema- 
tized psychology for this treatment. These observations may=also 
give some outline of how to obtain psychological material by observa- 
tion during the metrazol treatment. Physicians and nurses are often 
so overwhelmed by the impressive nature of the convulsion that theif 
attention is directed chiefly to the observation and description O 
the physical and neurological facts, and as a result little is known 
about less impressive, but perhaps even more i.nportant, psychological 
processes involved in this kind of treatment. 
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In the following cases an attempt has been made to describe the 
individual's psychological reactions to various stages of the treat- 
ment. 


Case No. r. The patient, 26 years of age, has been ill for seven years 
and has been hospitalized for two years. His is a typical case of a 
slow hebephrenic, negativistic, autistic schizophrenia. It is practi- 
cally impossible to communicate with the patient since he very seldom 
says anything, and then only, ‘No,’ "I don’t know,” or ‘‘Damned if 
I know.”’ aan 

Attitude before and to treatment: The patient received eleven injections, 
seven of which were followed by generalized convulsions. The first 
two times the patient was not resistant to treatment. During the last 
four injections he was relaxed, slow, and only once he was really 
resentful and had to be forced. ; 

Behavior during the day of treatment: During the third treatment he had 
a seminal emission, which was noted after the treatment. Observa- 
tion during the fifth treatment revealed that he had an incomplete 
erection during the convulsion, and immediately following it an 
emission, which happened in the clonic stage of the convulsion. Six 


of the seven convulsions were followed or accompanied by seminal 


ejaculations. After the treatment he was quite restless, often con- 

fused, but he was never responsive. He never spoke; he only smiled 

in his habitual silly manner, moaned and cleared his throat, and often 
repeated his stereotyped statements of Oh, I don’t know,” and 
‘Damned if I know.” i 

Attitude of the patient toward the treatment after completion: Once he 
learned from the nurse that he was to receive another treatment the 
next day. When the physician left him without discussing this ques- 
tion he made jerking movements of the head to the left, imitating a 
convulsion of the tonic-clonic type of both arms and of the head. It 
seemed that the patient was trying to express with these movements 
that he knew what was in store for him. It is not clear how the 
Patient learned that the treatment is connected with convulsions. ! 
_ After the third metrazol injection the patient had a short paido 
increased activity in which he tried to kiss a nurse., When she di 
Not comply he returned to his former inactive behavior. 

Case No. 2. The patient was 36 years of age, a paranoid schizo- 
phrenic, The illness was of one year's duration. The a was a 
cultured, attractive, business woman, economi ally self-su aat : 

Attitude before and to treatment: Seven of nine injections were conei 

Y generalized convulsions. The patient cobperated fairly we y pa 
Took the treatment to prove that she was a normal person,” and that 


€ven such treatment could not hurt her. 
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Behavior during the day of treatment: The patient was confused, excited, 
grasped the nurses’ hands. After the first treatment she had a feeling 
of relaxation ‘‘like I have never had since I came here.’’ After the 
following treatments she was fearful and thought it would cause her 
to be ‘unbalanced’ or that it would have a “‘lasting after effect. 
There was no change in her paranoid psychosis. , 

Attitude of the patient toward the treatment after completion: The patient 
thought that she knew exactly what went on during the convulsions, 
She felt the coming of the convulsion, and she thought that she had 
absolute control over whether or not she would lose consciousness. 
She thought that she became unconscious at will, that if she had resist- 
ance, and if she put her teeth together she would not have a convulsion. 
She did show her strong will power twice, and on those occasions she 
really did not have a convulsion. On the other seven occasions she 
thought that she should relax and “let herself go.” 


Case No. 3. The patient was a 22-year-old girl with a severe hebe- 
phrenic schizophrenic process of five years’ duration. 

Attitude before and to treatment: Eight of the nine treatments were 
followed by generalized convulsions. During the course of treatment 
the patient became more and more resentful of it, and at the end of the 
treatment she was even combative. 

Behavior during the day of treatment: The patient was confused, restless, 
talkative, and liked to speak about sexual things. Sometimes she 
voided in bed after the convulsion. Once she remarked ‘‘I want my 
mama.’ Generally she was sexually excited, and often masturbated. 
After the only injection which was not followed by a convulsion she 
said, “I would just as soon have several more.” Later on she said, 
hope you are not frightened by me.” During the day of the treatment 
she was always sOmewhat more codperative. Sometimes she tried to 
be aggressive and said to the nurse, “I hate you,” but then it was very 
astonishing to see that she was apologetic about it. She said when 
she was somewhat oriented again some minutes after the convulsion, 
“I say my true love was you.’” A few minutes later she continued her 
thoughts about the doctor, ‘‘You have murdered me. You make me 
lose consciousness. Anything that hard would make a girl lose co™ 
sciousness. It was very, very vulgar. My mother said" must not, 
must not go; my mother said I must not go that way. Some people ate 
Vy weak and some people are very strong, and some people are wea 
and some ate strong. Iam very weak."’ 


Case No. 4. The patient was a 23-year-old girl, who had been sick 
for five months. She had a very slight, developing paranoiac syste™ 
with rather hebephrenic behavior. Prior to' the metrazol treatmen- 
she was given sodium amytal, during which good communication wit 
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the patient was possible. At this time she forgot all about her illness, 
did not know where she was or why. She tried to become very 
affectionate towards her physician and tried to kiss him. This be- 
havior was quite similar to her behavior following metrazol treatment 
later on. 
_ Attitude before and to treatment: The patient received eleven metrazol 
injections and reacted nine times with convulsions. Usually she was 
fearful and resistive. Twice she urinated during the clonic stage and 
once she had movements of pelvis and legs which resembled coitus 
T ovetienis, After the convulsion the patient was confused and rest- 
ess. 
Behavior during the day of treatment: Once she defecated in her bed and 
put her hand in the feces. Several times she put her arms around her 
physician and was very much stimulated and sexually excited. This 
behavior was seen after the convulsion in which the patient had the 
coitus movements of the pelvis and legs. After five treatments the 
patient became noticeably changed. She was more communicative 
and coéperative, but only a few days later she was worse than before. 
During her improvement she made the remark, ‘I am not so confused. ”’ 
Attitude toward treatment after completion: Later on the patient was 
able to describe her feelings during the treatment. “I lose my breath, 
they put a gag in my mouth. It has ether on it. I just feel like the 
whole world is coming to‘anend. After the injection I get very dizzy 
and things go around the room. The first thing you know I feel my 
heart palpitating and then I lose sight of all the faces. The doctor 
has an awful time- in getting into my vein. Later when I vomit I 
throw out all the poison. I do feel like I am dying. 


„Case No. 5. The patient was a woman 30 years of age, who had been 
sick for eight years and had been hospitalized for five years. After a 
short period of catatonic excitement she became rigid, paranoid, 


hostile and aggressive. ef 
Attitude hin aes to treatment: The patient had four injections, all of 
which were followed by convulsions. She refused to be undressed, 
tried to run away, was fearful and sometimes cried. 
Behavior during the day of treatment: The patient was fearful and con- 
used immediately following the treatment, but later on she became 
More sociable and followed her schedule. i A 
Attitude toward treatment after completion: The patient said that the 
treatment was ‘‘awful, horrible, terrible,’’ could not be described, and 
that it would be impossible for her to accept more. She promised to 
o everything asked of her. She begged to be permitted to prove that 
she could get along without it.» It was the examiners impression 
that she improved somewhat after two injections which were not 
followed by convulsions, but after which she lost a portion of her fear 
that something terrible was going to happen. It was the subjective 
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impression of the observer that these two treatments without convul- 
sions had helped the patient more than all the treatments with con- 
vulsions. 


Quite generally and according to the reports in the literature the 
attitude of the majority of the patients towards metrazol treatment is 
one of fear, anxiety and resistance. Usually, the fearful resistance 
increases with the length and duration of treatment and with the ex- 
perience which the patient has had. This fear is surely not entirely 
based upon the information which the patient may gather from other 
patients who tell him what they know about the treatment. Even 
patients who do not communicate with the others show this fear, and 
no patient ever gives as the motive for his fear that he has heard some- 
thing from other people that has frightened him. It is a fear of some- 
thing terrible, horrible, something that can not be described in words. 
It is my impression that it is the unconsciousness, the feeling of being 
overpowered, which frightens the schizophrenic patients. Convul- 
sions are only occasionally mentioned as the reason for the fear, but 
fear of death is often described in very distinct terms. Less resistant 
and resentful patients show in general a better improvement than the 
uncodperative or combative patients. There remains, of course, the 
unanswered question of whether these patients would not improve 
without metrazol. 

The fear before the metrazol treatment is sometimes of therapeutic 
value, and some of the patients show a slight improvement in order to 
demonstrate that’ they do not need further injections. More often 1t 
was the impression of the observer that a slight beginning of improve- 
ment was nullified by the patient's increasing resistance and fear which 
slowly became the outstanding feature of all his relations to the chs 
vironment, and the patient developed a general behavior of combative 
hegativism towards his physicians, nurses, and the whole situation. 
In cases like this, discontinuation and reassurance are ‘strongly indi- 
cated in order that further withdrawal into complete negativism aml 
autism may be avoided. 

If, after injection of metrazol generalized convulsions occur, the 
loss of consciousness is always complete. Sometimes, and in the 
majority of cases, an aura is observed by the patient. This is some 
times accompanied by a feeling of dizziness: more often a blackness 
appears before the patients’ eyes; seldom do they describe colorful 
visual sensations. Often the coming of the convulsion is very dis- 
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tinctly felt. Sometimes consciousness is not lost during the beginning 
of the convulsion and jerking of fingers or an arm is felt shortly before 
the loss of consciousness is complete and before the generalized convul- 
sion starts. To a certain extent the convulsion seems to be dependent 
upon the inner attitude of the patient towards them and some schizo- 
phrenic patients believe that they have convulsions only when they 
consciously try to relax. 

The facial expression of the patient is fearful, horrified, and is some- 
times the expression of a person suffering severe pain. Occasionally, 
however, the face seems to express some kind of pleasure, even occa- 
Sionally something like an orgastic climax. 

After a period of unconsciousness which usually lasts from five to 
fifteen minutes, all patients recover gradually and there is invariably a 
State of disorientation. For some unknown reason we were never 
able to observe a confusion which lasted longer than two hours, such 
as is described so often in the literature. The patients are restless, try 
to orient themselves and are usually unwilling to speak and to answer 
questions. If later on they begin to speak they usually ask some ques- 
tion about orientation of persons, place and events. They usually fall 
asleep for a few minutes or as long as one or two hours. we 

If there is any immediate change in the patient's behavior at all it is 
an increased accessibility and responsiveness. Mostly they feel help- 
less and crave help, protection, reassurance; they like to have an oppor- 
tunity to love and to earn love. They are tearful, and some patients 
who have been observed for some time before metrazol treatment cried 
for the first time during their hospitalization. It is seldom that the 
Patient has increased hostility after the injections, but it may be 
Observed occasionally. States of sexual excitement are not rare. 
Male patients have attempted to pull the nurse into the bed, and female 
Patients have made gestures of sexual desire toward the pirani 
Tt seems that Patients undergoing such sexual excitement have a fair 
Prognostic outlook, but this, too, is by no means always the case. 7 

If the improvement is not interrupted by a new set-back then the 
Patient shows less obviously psychotic trends and a less autistic, ane 
accessible and more responsive attitude, especially in his emotiona 
relation to his immediate environment. Often he becomes more 
active and interested in some kind of occupation. Such improvement 
May last for hours, or for days, but if it is possible to establish a psy- 
chotherapeutic communication, it may become permanent. 

X 
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Usually it is very difficult to start a discussion about the metrazol 
treatment even with improved patients after the treatment is finished. 
The patients prefer to repress the whole incident, and they resent any 
attempt to touch the more or less complete amnesia. They remember 
the aura, the coming of the convulsion; they felt overpowered, help- 
less; they remember that there was something like ‘‘the end of the 
world;”’ they also remember the death fear, the feeling as if they were 
being killed; and they do not wish to go through it again. Male 
patients are often astonished and pleased to learn that they had an 
ejaculation, and the women occasionally mention memory of sexual 
pleasure. They felt ‘‘raped”’ or they felt that “it came.” They said 
it was a ‘‘kind of pleasure” but ‘‘no more so than masturbation.” 
They sometimes remembered that they had had pelvic contractions of 
different kinds of vaginal sensation. It is not clear if these faint 
recollections are reliable observations or if they are related to the well 
known schizophrenic trend to sexualize and symbolize everything: 
It seems that there is a connection between convulsions and some 
kind of sexual gratification. Further observation may show whether 
and how far a conscious death fear before and during the convulsions 
may be connected with some kind of sexual orgasm. 

Last, the often-heard opinion, that all patients have a complete 
amnesia for the convulsions, will be discussed. The fact that they 49 
not remember them does not mean much because sometimes it is 
possible even in cases of organic amnesia to diminish the degree of 
such amnesia by the process of psychoanalysis. On the other hand, 
occasional remarks of patients that they do remember the convulsions 
are not reliable beyond doubt. Two of our patients imitated convul- 
sions, and both did it during a time when they were mute and abso- 
lutely negativistic. It was difficult to believe that they had learne 
about the nature of the treatment from someone else. But even more 
astonishing was the fact that both of these patients imicated their com” 
vulsions in a way that was significant for them and them only. They 
had a distinct type of convulsion, in the one patient beginning in the 
fingers, in the other beginning in the face, and in their imitations 
they showed these distinctive ways of initiating the convulsion- 
Both of them used the imitation to-show the physician without words 
that they knew about the treatment. Another patient repeatedly 22 
frequently assured her physician that she always felt the convulsion 
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She did not feel the coming of the convulsion only, but the real con- 
vulsion also. In this case, as in the discussion of the probability of 
sexual sensation, it may be that schizophrenic thinking and conception 
may color the patient's statement. A proud, narcissistic, God-like, 
paranoid schizophrenic woman can not think she could ever lose 
control of herself. 

At the present stage of our knowledge about metrazol treatment, it 
would be much too early to start speculations about the mechanisms, 
dynamics and symbols of this treatment, the symptomatology of which 
we have just begun to study. It is, therefore, self-evident that out- 
lines of the psychotherapy of metrazol patients can not be given now, 
but we may state that according to our experience metrazol treatment 
Promises success only when combined with psychotherapy. It may 
sound more modest to avoid the expression ‘psychotherapy’ and to 
substitute for it ‘psychiatric care,'' meaning the establishment of a 
friendly, kindly, understanding, helpful attitude of the physician 
towards his patient. ‘‘Quieta non movere’ should be the ideal of such 
work. Everyone who is interested in the psychology of the uncon- 
scious and in analytic therapy is in danger of being too ambitious with 
these sensitive schizophrenic patients. Unfortunately some psycho- 
analysts May stir up too much unconscious material, which will only 
increase the patient's resistance and his psychotic withdrawal. With- 
Out speculation it may be assumed in accordance with psychiatric 
experience that the convulsion-shock of the metrazol convulsion 
enables the narcissistic schizophrenic patient to male some kind of 
transference. Usually psychotherapy with these patients is doomed 
to failure because they depend stubbornly on their autism 1n the face 
pi every temptation, and if under favorable conditions a feeble begin- 
ning of positive transference is established, the patient becomes fright- 
Cned and immediately starts a new withdrawal from reality. 

The psychiatrist whose goal is to establish a friendship between ae 
Patient and his physician regards such a new-gained relation of the 


Patient to reality as a first step towards a new readjustment. If metra- 
zol treatment of schizophrenic patients does not accomplish more 
than a first stimulation in this direction, then everyone who knows the 

ifficulties in the therapeutic approach to this narcissistic psychosis 
Will be satisfied that some progress has been made. 
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A PROGRAM FOR THE EXPERIMENTAL PSYCHOLOGICAL 
INVESTIGATION OF CONVULSION THERAPY 


By J. F. Brown, Pu.D.,* ann Witr1am D. Oraison, M.A. 


The reports to date on the use of insulin and metrazol in the treat- 
ment of schizophrenia show the undoubted importance of these 
therapies. Nothing of similar importance in the somatogenic ap- 
proach to the psychoses has occurred since the introduction of malarial 
therapy for paresis. It is not our purpose to summarize the work 
which has been done with insulin and metrazol, but rather to point 
out certain shortcomings in the criteria advanced for the efficacy of 
the treatments and to outline a research program which may overcome 
some of these. Certain deficiencies in the earlier research reports have 
already been mentioned in the literature, most specifically in the paper 
of Rymer, Benjamin and Ebaugh (6). 

With regard to the criteria for the efficacy of and the indications 
for shock treatment the following points are worth noting. 


._ 1: The criteria for the designations *‘full remission,” ‘‘recovery,”’ 

Social recovery’’ and ‘improvement’ —are somewhat arbitrary and 
variable. Sakel’s (7) criteria for insulin shock and those advanced 
by F rostig (3) are definitely stated but they depend almost solely upon 
the judgment and clinical experience of the observer. The same 
criticisms fit the criteria applied to metrazol shock. 

2. The pre-therapeutic and post-therapeutic pictues have generally 
been stated in terms of the clinical pictures; little attempt has been 
made to evaluate the underlying changes in personality structure. 

3. There are as yet no reliable criteria upon which to base a prog- 
nosis. Some investigators claim that certain types of schizophrenia 
respond better than others. However at best these represent only 
trends, and have not been found to hold in all cases. 


s in some cases is unquestionable, 
e basis for: (a) indicating the 
justify treatment; (b) distin- 
anent improvement; (c) indi- 
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found to make possible an adequate evaluation of the treatments. A 
therapeutic method is valuable when it increases the number of re- 
coveries, or decreases the time necessary for them to occur. The 
determination of the efficacy of any particular therapy necessitates a 
precise knowledge of the patient's condition as well as of the condi- 
tions under which the treatments are given. Treatments with insulia 
and metrazol cannot be evaluated unless the reported results include 
in addition to the number of hours of shock, the dosage, etc., at 
least the age of onset, the sex, a detailed clinical picture of the psycho- 
sis, and its duration. The need for such data in connection with any 
medical therapy has been pointed out many times but some of these 
data are lacking in nearly every report on the convulsion therapies. 
Frostig (3) has formulated a plan which includes these items and it 
would be advantageous for all investigators to follow it. However, 
because statistics on the frequency and duration of spontaneous remis- 
sions are unreliable, such a plan should provide for a control group 
not given treatment. Even more such a plan should provide for 
objective criteria to measure the pre- and post-treatment picture 19 
both the test and control groups. 

The facts which establish the conditions necessary for a favorable 
prognosis are obtained from two sources: clinical case studies and 
experimental studies. By a clinical study we mean one which has 
therapy as its primary purpose, and in which the conditions, instea 
of being rigorously controlled, are altered when therapeutic conditions 
demand it. Certain prerequisites of the experimental method assure 
the removal of sources of error which invariably occur in clinical 
practice. For this reason objective psychological tests and experi- 
ments may throw considerable light on the criteria for the usefulness 
of the convulsion therapies. A research program is now underway 
at the Osawatomie State Hospital in an attempt to determine t a 
value of experimental psychological procedures as objective criteria. 
The present experiments are being performed on metrazol patients: 
The groups include chronic as well as acute cases. We are particularly 
interested in running some chronic cases because it has been suggest? 


* This work is being done by the junior author under the direction of the senior sith 
as a part of a research program on insulin and metrazol .t the hospital. The treatme? c 
arc being administered by Dr. John Russell. Dr, Ralph M. Fellows is responsible en 
integration of the various parts of the program. 
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that the treatment may have its greatest immediate use in reducing 
the number of chronic patients in the hospitals through creating 
remissions. 

The experimental procedure involves giving a battery of tests to 
both the group under treatment and the control group and repeating 
the tests at the termination of treatment. Other tests and observa- 
tions are made during the treatments in the attempt to find indications 
for terminating treatment. The battery of tests now in use includes: 


1. The Revised Stanford-Binet Scale (8). An intelligence test is 
used because the different types of items in it give a good sample of 
the individual's behavior. It is possible that the pre- and post- 
thera eutic behavior on some of these items may prove significant 
or will give clues as to where to look for those that will be significant. 


The change in I. Q. may prove to be a rough measure of the recovery 


of the individual. 
2. The Rorschach Test (x). This test, the use of which has already 
ion (6), gives some measure of the 


been suggested in this connection 
perceptual and cognitive aspects of. the personality. 

3. The Modified Dembo Technique @). The subject is placed in a 
frustrating situation, and his subsequent reactions are noted. Pre- 
liminary studies by Brown (2) indicate that the reactions can be used 


for diagnostic purposes. f $ 
4. Measure of the effect of success and failure on the level of aspira- 
ised by the authors and is based on 


tion. This is a test especially devi d 
the study of Hoppe a The individual is shown a design and told 


that he will be asked to construct it from blocks. After some pre- 
liminary trials he is asked to set his time fer the next construction. 
Success or failure is determined by the examiner through falsification 
of real time. The effect of both on the subsequent level of aspiration 
is noted, 

_ 5» Luria Method (5). This test is an objective measure of emo- 
tional stability, based on physiological and motor responses to 2 
controlled association test. Critical words related to anal and oral 
Sexuality and to the patient's psychotic content are used. It may be 
that improvement can be correlated with reduced emotional responses 
to such words. 

a considerably more 
f the personality than we have at the 
clinical interview and physician's 
n the hospital. From the 
tion about the integrated 
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problem-solving ability of the individual, from the Rorschach test 
the present nature of the individual’s cognitive and perceptual proc- 
esses, from the modified Dembo test his reactions to a frustrating 
situation, from the measurement of the effect of success and failure 
on the level of aspiration something of the individual's reaction to 
social pressure, from the Luria technique evidence of definite complexes 
or conflict situations. 

At the present time a preliminary investigation to test the practi- 
cability of the method and to familiarize the experimenters with the 
technique has been completed on seven cases. The results so far make 
us believe that the experiment is certainly worth continuing. This 
research program is being published before completion in the hope 
that similar ones will be tried in other hospitals. We have illustrated 
the importance of experimental work in this paper with reference to 
shock treatment because of its great immediate interest and importance. 
The criticisms made and the general plans for research are applicable 
to all therapies. The authors believe that in research directed toward 
the evaluation and control of psychiatric therapy the cooperation of 


the experimental psychologist and the clinical psychiatrist has great 
promise. 
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NURSING CARE IN SHOCK THERAPY* 
By Isanen Ericxson, R.N. ann Mary Ramsey, R.N. 


In psychiatry ‘‘shock treatment’’ has become a frequently used 
measure for the treatment of schizophrenia as well as for certain other 
psychoses. The term ‘‘shock’’ is applied to pharmacologically pro- 
duced coma or convulsions, using insulin in large doses or metrazol, 
the cardiac stimulant. The advantages of psychiatric training for the 
nurse assisting with shock therapy cannot be overemphasized. Aside 
from her function in assisting the physician with the treatment, prob- 
ably the nurse’s most important function is to reassure the patient, 
first by her presence, and then by her interest, friendliness, and kind 
understanding. Anyone who has seen this treatment cannot help but 
notice the anxiety and apprehension these individuals evidence at the 
thought of the treatment. 

Nurses entrusted with the nursing care of patients during shock 
therapy should, if possible, have an opportunity to study or at least 
to observe such patients under treatment. In our hospital the nurses 
were given an opportunity to see some moving pictures of metrazol 
treatment before it was given to any of our patients. Such an oppor- 
tunity is quite desirable because it enables the nurses to be more capable 
in the nursing care, more reassuring to the patient, and to assist more 
ably the physician. It is more efficient for all concerned to have the 
Same person or persons assist the physician throughout the course of 
treatment for any particular patient for two reasons: first, the patient 
gains reassurance and responds to someone 1n whom he has developed 
confidence, and second, the nurse becomes acquainted with the doctor's 
Toutine and may anticipate his needs for the treatment. 


METRAZOL THERAPY 


Preparation of the Tray: The metrazol therapy tray contains: 


2—10 cc. syringes (or 20 cc.) sterile 
2—18 (or 20) gauge needles, sterile 
Metrazol solution (in 25 CC- vials) 10% aqueous $ 
Rubber tourniquet 

Alcohol sponges with alcohol 
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2—Heavy gauze-padded tongue depressors 
Tongue clamp 
Sodium amytal for intravenous use 
Emesis basin 


Other necessary articles include: 


Record sheet 
Restraint sheet 
Stethoscope and sphygmomanometer 


Watch (to time accurately the duration of the latent period and convulsion; a 
stop watch is best) 


Preparation of the Patient: The patient is given only a light breakfast, 
perhaps coffee, toast, and orange juice, as a precaution against aspira- 
tion during the convulsion. He is permitted to be up and about until 
time for the treatment which is usually given about 9:30 in the morn- 
ing. The individual is bathed and placed in bed in a loose fitting gown 
with a restraining sheet across his chest. This prevents him from 
sitting upright or from throwing himself from the bed during the con- 
vulsion. The patient should remove dentures, either bridge or plate, 
and if he is unable to do so, the nurse should remove them. Before 
the treatment the patient often becomes very fearful and needs a great 
deal of reassurance from the nurse. 

Care During the Treatment: The patient should have a padded tongue 
blade placed between the molars to prevent breaking the front teeth 
and biting the torgue and support by pressure should be applied under 
the chin to prevent dislocation of the jaw during the convulsion. This 
responsibility may be assigned to the nurse. Care must be taken dur- 
ing the seizure when attempting to restrain the patient to prevent 
other dislocations. It is the nurse’s responsibility to observe and 
record data regarding the injection and the convulsion. 

Observations: During the course of convulsions it is important tO 
observe and record the following: the condition of the patient before 
the attack, the aura, symptoms such as nausea, increased perspiration, 
pallor or redness of the skin, and the nature of the attack. Perhaps 
the attack itself may best be described by answering questions: Were 
the seizures tonic or clonic, or both?. What was the duration of each 
phase? When did each appear? Did they scart on the right or lef; 
side, in the face, hand, arm, or leg? Did the convulsion become 
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generalized? Did the patient injure himself? If so, how, where, and 
of what severity’ Did the eyes roll? If so, in which direction? 
Were the pupils dilated or contracted? Was there any obvious in- 
equality? The above observations are of importance to the physician 
but are of little value if inaccurately recorded. Immediately following 
the seizure the patient's behavior should be accurately observed and 
recorded. We have devised a form on which each treatment is re- 
corded. 


REPORT OF METRAZOL TREATMENT 


Physicia! 


Injection No... Convulsion No 


Patien yasana Dat 
Attitude prior to treatment 


Respiration. 


Injection Time. 
Latency Period Çin seconds) 
Incontinence... es 

Cyanosis none, slight, moderate, severe, see 
Neurological Observations (eyes, babinski, pupils, etc.) 


Tonic Phase....... 
Ejaculation. 


Time (Note time responsive to recognition, to questions; nature of post-convulsive 
restlessness and confusion; somnolence; blood pressure and pulse 5 minutes after 


injection; time patient arises). 


Accidents during and complications following treatment 


Care Following the Treatment: A nurse should remain with the patient 
for at least 3ominutes after the convulsion isover. The patient should 
hg encouraged to remain in bed for one to two hours following the 
treatment. Sometimes he is confused and quite irritable and also may 

© nauseated if he attempts to get up. A regular diet may be ses 
at noon. The patients under metrazol treatment are encourage 3 
carry on an active schedule as prescribed by the physician starting the 
afternoon following thestreatment and continuing until the morning 


Preceding the next treatment. 
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INSULIN THERAPY 


Just as in metrazol therapy, the nurse has a major responsibility for 
the success of shock therapy using insulin. The actual procedure, 
however, and her functions are somewhat different, as indicated in the 
following outline: 0- 

Preparation of the Insulin Tray is a special assignment and responsibil- 
ity of the nurse. The contents include: 


Sterile section 
2—50 cc. syringes 
I—Io cc. syringe 
I—2 cc. syringe (or larger) 
1—insulin syringe 
Needles (let the physician choose the needles he prefers before 
Starting treatment) 
Lorg saali hypodermic needles 
3—18 gauge needles 
2—19 gauge needles 
2—20 gauge needles 
2—22 gauge needles 
I pair sterile forceps 


Non-sterile section 
2 ampoules of intravenous glucose 
2 ampoules of coramine 


3 ampoules of caffein sodium benzoate 
ampoule of insulin 


I ampoule of adrenalin chloride 1/1000 solution in hyoodermi¢ 
syringe (ready) 
2 ampoules of adrenalin chloride unopened 


Other heart stimulants as preferred A 
Record sheet 


Stethoscope and sphygniomanometer 


Nasal tube or duodenal tube N hysi- 
Karo syrup or oral glucose; amount will be specified by phy 
Clan 
Bottle of alcohol . 
Sponges for hypodermics 
ongue gags ! 
Tourniquet x 


Emesis basin 3 “2 
K. Y. Lubricant 


Za 
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Preparation of the Patient: The physician leaves the order that the 
patient’s breakfast be omitted on the morning of the treatment. 
Some patients must be observed carefully to prevent them from secret- 
ing food under the pillow or in various places in the room. Tempera- 
ture, pulse, respiration and blood pressure are taken and recorded. 
The patient is placed in bed wearing a loose fitting gown. The room 
is darkened to assist him in resting. 

Care During the Treatment: At the Menninger Sanitarium it has been 
the practice for the physician to give the injection of insulin about 7.30 
in the morning. He returns to the patient 30 minutes after the injec- 
tion is given and remains with him constantly until 30 minutes after 
the termination of the shock by the administration of glucose. 

The nurse should have the insulin tray and the patient in readiness 
when the doctor arrives. It is her responsibility to record observa- 
tions of the patient’s behavior and to assist the doctor throughout the 
treatment. If the patient becomes markedly excited he may need to 
be restrained with canvas restraints. Usually this excitement soon 
subsides but the restraint helps to protect the patient from bodily 
injury and quiets him. One form of excitement which is often ob- 
served is a panicky demand for food. In an effort to remain awake the 
Patient may request water. However, he should have only small 
amounts of water though these may be given at frequent intervals; 
if water is given in large quantities it produces nausea and vomiting. 
It is advisable to prop the patient's head to one side to permit the saliva 
to drain from the the side of the mouth and so preveĉt aspiration. It 
is even more desirable for the same reason to have the patient lie on 
his side, and in no instance should he be permitted to lie flat on his 
back with his head unturned. Care must be taken to prevent the 
Patient from throwing the covers from his body during wet shock when 
he is perspiring freely. If the physician permits the patient bathroom 
Privileges he should be accompanied by the nurse. 

Observations: It is usually the nurse’s function to record all proce- 

ures as well as observations: the time of insulin injection, the onset 
Of coma, the occurrence and nature of convulsions, neurologic phenom- 
cna, and termination of shock. It is expected that at certain ordered 
intervals, she will observe pulse, Flood pressure, and respiration, note 
the wer or ‘dry’ phašes, and record remarks and behavior of the 
Patient throughout the treatment. It is most helpful if these data can 


€ recorded on a special treatment record blank. 
s 
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Termination of the Coma: Convulsions or other neurologic complica- 
tions are rarely so severe as to necessitate termination of the shock. 
They may, however, be terminated by the administration of glucose by 
mouth or by nasal tube. If in deep shock the patient is usually unable 
to take the glucose by mouth, though in light shock this is possible. 
He should be kept well covered to prevent chilling. Close observa- 
tion is necessary for a period of an hour or an hour and a half after the 
glucose has been given by the physician because of the danger of de- 
layed shock. As soon as the patient is sufficiently awake he should be 
served food high in carbohydrate content. When it is difficult for the 
patient to take the necessary amount of food because of nausea and 
lack of appetite, he must be encouraged to drink orange juice and to 
take additional nourishment throughout the afternoon. Patients 
may complain of severe headache which is often relieved by drinking 
sweetened fruit juices or by eating candy. However, medication may 
be necessary. During a course of treatment these patients often have 
sleepless and restless nights and require a sedative. f 

It is very important to keep accurate behavior charts of the patients 
having shock therapy so that the physician can evaluate the assistance 
the insulin is giving toward recovery. In some instances it can be 
observed that at definite periods during each day the patient se 
alert than at other times. The most clear cut improvement 1S 9 
served as a rule immediately after a treatment. Clarity and coherence 
often fade as the day progresses. The nurses and therapists shou 5 
encourage the påtient to carry on an active schedule during the afte 
noons and on the rest days. a 

Summary: We have attempted to point out that the nurse’s BLE: 
bility in shock therapy is an extremely important one and that ff 
efficient functioning is a major factor in the success of such treatment!" 
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RESISTANCE PROBLEMS* 
By Bernarp A. Kamm, M.D. 


_ A common difficulty in our patients with severe character disorders 
is the inability to maintain any consistent relation with anybody or 
anything. They reproduce this same difficulty in the analysis: in 
spite of their various troubles they do not codperate in the treatment. 
They use the analysis only for their narcissistic aims and fight against 
every attempt to break through their isolation.12* The technical 
problem of the initial period which this fact implies may be illustrated 
by three of my patients. 

These were three men, 28 to 35 yeats old, who had been in analysis 
from three to five months and for all of whom the writer was the first 
analyst. Though their syndromes ,were quite different when they 
came for analysis—one being a stutterer, another a schizophrenic, 
and the third an alcohol addict—the above mentioned difficulty was 
common to all of them. Throughout their lives they had been unable 
to love a woman; they had had various perverted sexual relations; 
they had no profession or were so disturbed*that they did very little 
and poor work. Another fact common to them all was that from 
early boyhood their libidinal relations to their parents, to other 
children, and to play or work had been seriously disturbed or totally 
cut off, 


The stutterer’s mother was an epileptic, ignorant, senor 
illiterate, and.totally inferior to the successful father who neglecte' 
hamed he was of her. 


her. The patient repeatedly stressed how as 
She died oe the Da wil ro years old. The father and the 
Step-mother neglected the patient and Bis epileptic brother. . 
The schizophrenic patient's father who was mutilated (by eae 
a leg amputated) was ruled by his wife, a wealthy woman. When the 
Patient was 12 years old the father died after being mentally ill during 


* Read at the meetin g of the Chicago Psychoanalytic Society at the Menninger Clinic, 


T 
Opeka, Kansas April 10, 1937- 
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the last months of his life. The mother isolated her two sons totally 
from all other children, sometimes spoiling them by foolish fondness, 
sometimes torturing them by too severe demands. The brother 
committed suicide. 

The alcohol addict’s father was killed in an accident when the pa- 
tient was 10 years old, leaving the mother without money. Devoted 
to earning a living and, for some years, to loving another man, she 
neglected her children. One of the patient’s three older sisters was 
seriously injured in an accident when he was six years old. As a 
result of this accident she had a genital operation. Later she de- 
veloped endocrine and mental disturbances. 

Thus, the three patients grew up in an atmosphere of illness, mortal 
dread, threats, neglect or foolish fondness, and became in this way 
more or less isolated from the surrounding world, hindered from or at 
least never taught to have relations with appropriate objects. It was 
to be expected that these patients would reproduce the same attitude 
in their analyses that they had in their lives. “Fooling around’ was 
a favorite expression of these patients for their own behavior. They 
were without a lasting or deep relation to anybody or anything: 
In analysis they were inhibited again from getting the necessaty 
positive relation with the new man (the analyst), and the new work 
(the analysis). They began an analysis only because they were cold 
to do so, forced somehow from the outside, but with little or 2° 
insight into their own illnesses. They were informed in the first 
interview that they were to say everything that came to their minds. 
For the first time in their lives they had to codperate if the aim of the 
analysis, namely changing their behavior, was to be reached. Conse 
quently, the obstacles to this coöperation had to be removed system 
atically. These obstacles were their unconscious aggressions, steadily 
increased after the intimidations of their childhood, directed partly 
against themselves and partly against their parents and transferred tO 
all the substitutes for the parents, among them the analyst. Often 
they had learned to deceive them all by a feigned obedience, but 
actually they were carrying ore sabotage. They tried to do the same 
thing in the analysis; for example, they tried to deceive the analyst 
by obediently talking about their sexuality and their childhood ¢* 
periences but avoiding any attempt to analyze their behavior. From. 


the beginning of the analysis their fears, distrust, and hatred which « 


a 
m 


y 


ef, 
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were F : 
terete i objects to the analyst needed to be 
Sai aes na y. It was necessary continuously to demon- 
hentia oe transference before it broke through 
Hat ey to e ina k den rebellion, dangerous for the analysis. 
ELS. ow this was done in each of the three cases men- 
T i ; 
Saeed saa be ie iar disorder postponed his first interview 
as. 1 bara so 3 PA s, he could not do what he intended to 
nieh eaniyeii im t Ca must have a certain reason for post- 
ase bak : in spite of his wish to correct his speech difficulty, 
alis and th ae was some doubt or distrust he had of the 
eas eal ail he need not be astonished to discover in himself 
Oh thie one eea aes more objections, even against the analyst. 
a Eer e = pressed by his stuttering, and on the other 
anete hbonnet e to E the home of his father and step-mother 
erbia AEAT A = unable to give up his job there. He could 
Recon again ch to decide to stay in Topeka, so it was proposed that 
e next week-end to talk further about his dilemma. 


He ca: 
me f0; Vi i vV. 
for several week-ends and I continued to explain his beha ior 


to him : . i 
. Using even his own expressive gestures, I illustrated to him 


aa he often had the will to act but was hindered by some- 
oe ithin him, and that his contradictory impulses to come an 
Pes. expressed the same mechanism as was expressed in his 
es g and in his unsuccessful work. 
ein fe very much astonished and confirnied the interpretation by 
very A at he suffered quite generally from such inhibitions, that he 
tò a started work but soon had to stop it, discouraged and unable 
ae can and to finish. Further (after a brief question interpolated 
ane vse f) he related that he had had some sexual play with girls, had 
sionally begun but never finished: intercourse. And, finally, he 


c 
aad my’ remark that he had many doubts about the analysis 
suspected me of taking his time and money for useless talk as 
his lips and tongue in me- 


cats “big guy” had done for training 

i exercises. 
as of his hatred for all kin 
e i a of some superficial confide: 
ae imilar hatred against me, too. 
poke of his admiration for his father and for other 


ds of authority. I explained again 
nce in me he probably would 
He reacted to this by weeping. 
men, but, too, 
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of his fears of them. Very carefully he asked me how he should 
conduct himself, whether he might use slang expressions, etc. I 
avoided interpreting to him his passive homosexual submissiveness in 
connection with his unsettled ambivalent attitude toward his father. 
But I continued to demonstrate to him how behind his obedience was 
concealed his negative transference. For example, I pointed out that 
behind his polite question of whether he might use slang expressions 
was concealed his doubt whether I, a foreigner, might be able to 
understand them. He confirmed this doubt, and added that he was 
pondering, too, whether he should pay so much for a German analyst 
or whether he should ask the business department for a reduction On 
this basis. 

Then beginning with little pauses he had made and with his stutter- 
ing increased when speaking of his perverted wishes and experiences» 
I uncovered his continued secret doubts about me, whether I was really 
so neutral and objective as I pretended to be, or whether I might 
scold, punish, or betray his confidence. In other words, not what he 
related to me was important in this situation, but ow he related it tO 
me. His brief hesitation and his increased stuttering had shown me 
that there was something going on within him which prevented him 
from speaking to me and that this was not a positive feeling for me, 
but some negative feeling. When he continued to speak about his 
various sexual experiences with girls and about his fantasies of their 
intercourse with other men, I pointed out that he had the right tO 
talk about these-important associations, and that I had to interpret tO 
him not only the meaning of what he said but also the meaning ° 
what he did not say in words but expressed by his behavior and what 
I could reconstruct, because there was an urgent problem for him 10 
the actual situation which he tried to conceal (though he knew s 
well). The problem was whether or not to come to Topeka 2” 
pursue the analysis. I showed him how his general difficulty was 
expressed again in his actual behavior—how instead of acting 
postponed or stopped what he intended to do because of fear of anothet 
man—now of me. His next’ associations proved again his feats» 
distrust, and hatred against other men and myself. He began se 
understand how infantile inhibitions influenced his behavior auto” 
matically. He learned to discover the working of these old inhibitions 
in his present day life. His final resistance barrier was that he COY 
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not afford to give up his position in the large city where helived and 
come to Topeka for psychoanalysis. Since he was a skilled craftsman 
employed in a specialized industry this appeared at first to be a very 
real difficulty. He decided to come and stay for as long a period as 
he could, however, and subsequent developments made it clear that 
even this obstacle was dictated largely by his unconscious resistance 
to the projected treatment. 

He told me obediently of his experiences with girls and looked very 
happy and proud when he did so. In this modern time it was not 
difficult to speak about some so-called love affairs to an analyst, but 
it is still very difficult to talk about money-making secrets, how to 
sell something, how to be successful, to describe one’s financial efforts, 
and the internal and external obstacles to them. By not discussing 
all of this, but escaping to accounts of his little affairs with girls he 
Proved his continued distrust of me. So I continued to interpret to 
him what he did not say and what the meaning of it in the actual 
Situation was: that he not only repressed or hid all negative feelings 
against me, but that in this way he acted against his own interests and 
was about to destroy his analysis. He consumed his little savings by 
and by without mentioning it and without earning any more moncy, 
and thus his behavior was a new illustration of his old inhibitions. 
Instead of turning his aggressions against me, he turned them against 
himself, 

Soon after having begun a piece of w 
behavior, stimulated by fears of his own aggressions. I uncovered 
first how much he was ruled by the idea that other men might do 
Something to him and that I, too, might do something to him. I 
Teproduce here the first vague form of this terrifying feeling as it became 
Conscious to him. During the analytic hour he had the feeling of 
being Oppressed, choked—his stuttering was increased, he complained 
of anxiety, of increased perspiration, and of his heart beating rapidly, 
that his mouth was getting dry, that he needed to defecate. He 
Passed flatus, threw himself about, and turned from one side to the 
Other. The vague form of what was oppressing him came to be more 

big mass was coming 


definite. He had the feeling that an enormous 
that my neck grew longer 


down on hi l 

im, that I was growing arger, tha 
end longer and that my fiead came down on him. But then suddenly 
all turned into the opposite; he felt that he himself became swollen 


ork he endangered it by his 


166 BERNARD A. KAMM 


to great size and he cried out furiously, ‘‘I will kill you! No! First 
I will cut off your penis, cut out your tongue, smash your bones, cut 
out your bowels, shove your bowels and your penis into your mouth, 
tear out your eyes!” It was not merely the relating of a sadistic 
fantasy but an outburst of a deep affect. Shivering and crying, he 
realized his hatred against me and how hatred and fears were con- 
nected. Such attacks were subsequently repeated several times, each 
time connected with other reminiscences: what the father or another 
man or I might have done and might do to women, to his girl, to 
another girl of his, to himself, and again and again, what he wished 
to do to me and to my wife. 

In spite of all these promising approaches to his childhood experi- 
ences I had to watch in this initial period of the analysis how and 
where his distrust and his fears were actually concealed. By working 
through these in all their connections he learned their actual effects- 
That is, how much his old fears of other men had hindered him from 
working successfully—how unconsciously he had hated men and had 
expected their retaliation. In this way another part of his inhibitions 
became ineffective with the result that he became able to work as 4 
independent craftsman and was soon earning more money than he did 
before as an employee. 

It was a trick of his to conceal from me names, addresses, telephone 
numbers, amounts of money. Again it was necessary to neglect the 
special content of what he said and to show him how his distrust a 
hatred was expressed by what he did not say but acted out or betray 
by the unclear, abstract form of his speaking. For example, he woul 
speak of mutual masturbation with his girl. I reminded him that 
memories never become conscious in such a generalized form, but that 
he had concrete memories of secing, hearing, tquching, smelling 2” 
tasting which he should describe without disguise, just as th¢Y 
became conscious to him, and that if he avoided doing so he prov 
oo there was still a lack of confidence in me such as he had €% 
perienced already in the analysis, and which he had found to be bas¢ 
on fears and hatred. j $ 

What he remembered then about his father and his mother was 9° 
longer merely the obedient relating 2f childhood experiences, but wee 
connected with other outbursts of hatred and also connected with bi’ 
daily experiences. It was very interesting to observe how his manne 


¢ 
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of speaking about his sexual affairs changed; he went into detail now, 
with great affect, using the most vulgar slang expressions. Thus, 
more and more his sexualization of the act of speaking began to be 
uncovered. 

It goes without saying that there were many relapses in the following 
periods. For example, for many hours he talked fluently about 
everything except the analyst. I observed, however, that his intona- 
tion changed. Finally he said abruptly, ‘‘I wonder how I can be 
normal.” Here again it was necessary to uncover another part of his 
distrust of the analyst. The meaning of “I wonder how I can be 
normal" was “I wonder how you can help me.” In the reactions 
which followed, the great difference between talking about childhood 
experiences just to fill the hour and remembering the same experiences 
in connection with an actual reawakening of the old affects again 
became evident. 

An example taken from the analysis of the second 
above may further illustrate the manner of unco 
negative transference in the initial period of analysis. 

I observed in one of the first treatment hours of this schizophrenic 
Man, a special intonation. He uttered some sentences very loudly and 
then lowered his voice. He spoke for a while lowly, slowly, without 
affect, then again loudly. I asked him (giving him in this way an 
indirect interpretation), “Why do you go in circles, changing from 
Surrender to rebellion, then back again to surrender, etc.2 What is so 
disagreeable to you that you show again and again.such resistance to 
speaking after having made a great effort to speak?’’ And to illustrate 
my question I imitated him, showing him how he forced himself to 
Speak in spite of ail inhibitions, and then let himself be overwhelmed 


by these inhibitions. y i 
He answered that he had the impression that I was his nagging 
Thother ache bod bosd him all Juiselife, bent desci a 
hatred and his fears both against his mother and against me. I could 
€monstrate to him how the same mechanism was expressed in different 


Content, and how he followed a well Sstablished pattern. It was not 
eaning his mother, but 


a theoretical interpretation of my being or ™ 
he knew by hae fe had related, and by what he actually felt how 
Much I had the functionand power of his mother in this moment of 
the analysis. He was afraid of my physical, mental, and even magic 


patient mentioned 
vering concealed 


> 
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power in the same way as he was afraid of his mother’s power, and he 
turned to attack me with invectives and ridicule in the same way as 
he did his mother. 

Once he started the hour with a silence of about 20 minutes. I 
reminded him of the general meaning of such a silence, that it ex- 
pressed clearly that he withdrew all his confidence in the same way as 
children (and adults as well) who say to each other, “I am angry 
with you—I will not talk to you.” After a continued silence of about 
five minutes he murmured something about the hospital and about 
the restrictions of his freedom there hindering the analysis. I asked 
him then why he spoke, just at this moment, about the restrictions 
of his freedom though he had unchanged, far-reaching privileges in 
the hospital; in other words, (I told him) I might ask him why be 
anticipated new restrictions and charged me in this way with betraying | 
him to his “‘jailers’’ and, further with taking part in “‘punishments,"” 
with being a ‘‘jailer’’ myself. He admitted his distrust and confessed 
his concealed first steps to resume his perverted relation with a former 
girl friend, charging me with not being neutral. 

In the next hour he started again with a silence, then spoke fluently 
but monotonously about something else, and finally with some fits 
and starts, he proceeded to attack the Clinic and to ridicule my de- 
pendence on the Clinic. His distrust and hatred against me, against 
all foreigners, Jews, Negroes, Mexicans, Indians, Italians, and Greeks 
broke through and with it the connection of these affects with his 
mutilated father.,, There; too, the patient did not reproduce child- 
hood experiences or fantasies isolated from his actual life, but in close 
Connection with it. Further, I could demonstrate the same mecha 
nism ruling him in the past and in the present, when, immediately after 
having complained about the dictatorship of his mother he wept» 
relating that he had a letter from his mother offering further help t° 
him and in the same hour, after great pauses and after some groaning 
and sighing he deplored his not having accepted the opportunity ofan 
extra treatment hour which I had offered him the preceding week. 
“The great man’’ was so good to him and he had refused! His 
intonation of “the great man’’ was a little different from his othet 
intonations and theré I started with my interpretation. f 

You feel obliged for my offer in the same way that you felt obliged 
for your mother's offer, but behind this gratitude or other feelings 


N 
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of love and obedience stands the opposite feeling—your hatred. In 
the same way that you attacked your mother you attack me. The 
pauses you made expressed your fears of me, and that you are trying 
to repress your distrust and your hatred against me. In the words 
‘the great man’ there was a great deal of mockery hidden behind 
submissiveness."’ 

He reacted by remembering further examples of his alternate fearful 
surrendering and hateful rebelling (a mechanism which as I had 
demonstrated to him was expressed even in his peculiar intonation). 
In the analysis, he regarded me by turns as a great German analyst 
with remarkable qualities to whom he had to be obedient, and then 
as a miserable, detestable foreigner fit only to be cruelly tortured, 
mutilated, and killed. The connection with his homosexual wishes, 
his defense against these wishes, his fantasies about an omnipotent 
ideal gentleman-father instead of his real mutilated father had not 
yet been worked through thoroughly. 

In the first six weeks of analysis of the t 
an alcohol addict, I had to handle the problem of passive homosexu- 
ality. Here again I pointed out the contradictions in his behavior: 
first, a resolute beginning and then only submissiveness and obedience, 
small talk which slowly filled the analytic hour, drop by drop, inter- 
rupted by pauses of silence. Further, I used some data from the case 
history which he had already related, and I interpreted to him how 
he repeated what he had always done in his life. He first started a 
Piece of work or a so-called love affair with a girl but soon retired, 
Supposing that some other man did better than he might do. This 
interpretation provoked weeping. After a short depression his pona 
sexual wishes broke through and he told of his attraction to es 
type of man and his experiences with certain ones; finally, crying fs 

lushing, he confessed the same wishes concerning me. wis h ; 
ambivalence of such a transference, I interpreted again what iG A 
not say, but what had been proved by his former efforts to mi . 
Woman, to be successful in his profession, and by his pane cp 
being himself a strong male man, 2 hero in the War, a great leader. 


I explai : : ho were able to do what he 
plained to him his envy of all men w d in the analytic situation, 


Could not d i activate 

o, an envy which was * E 
but, as always in his life, repressed because of fear of A en 
that his aggressions were turned against himself and fe $ 


hird patient referred to above, 


° 
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passively, following the formula: ‘‘Don't castrate me, I shan’t use 
my penis. I surrender!” 

And then I anticipated his next reaction—the wish to escape this 
shameful situation, to escape instead of turning his aggressions 
against the other man, just as he had escaped all previous coöperation 
with men for the same reason. It would have been a mistake to 
interpret immediately the origin of his passive homosexual wishes. 
In this analytic situation it was important only to interpret the con- 
cealed negative part of his ambivalent transference, for the purpose of 
enabling him to continue the analysis. And, as I had anticipated, his 
next reaction was the wish to run away. But the intensity and 
quality of this reaction was changed so that instead of acting out this 
wish he was able to speak about it. He was not overwhelmed but 
spoke of his wish to be far away, to sleep, to die, and I was able to 
show him one original factor in his drinking. The analysis of his 
self-destructive tendencies and of their infantile origin is of cours¢ 
not finished. Here I intended only to present a few examples of the | 
initial technical problem of uncovering the patient's negative transfer- 
ence. 


In the initial period of analysis the analyst has to awaken the ; | 


patient from his narcissistic dream-like state and to turn his aggressions 
back against the environment. It is necessary not only to uncover | 
them and their infantile origin, but also to demonstrate to the patient 
constantly how his old unsettled fears, distrust, and hatred are trans- 
ferred to the analyst, how they hinder the analysis and how they 4°© 
repeated automatically in quite different details of the patient's daily 
behavior. : | 
This is not a new method of analysis but only an increased emphas'* 
especially during the initial period, upon what we must always welt 
in analysis—namely, the patient's negative transference.°:":7 Suc 
patients do not have a “reliable character” which Freud declared t° 
be the necessary condition for an analysis. They are unable to “WF 
through” the uncovered material, i.e., unable to make use of the inte*” 
pretations of their childhood ‘experiences, fantasies, dreams, ¢t¢- to 
change their behavior. On the contrary, they use historical interpre” 
tations, if they are given to them too early, to strengthen their 1° 
sistance. The more the patient's ego is involved by the mo" ee 
Process the more his behavior is dream-like; the present-day t¢4 3 
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only starts the processes, the whole course of which is fixed by child- 
hood experiences. 
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PSYCHIATRIC TREATMENT METHODS USED WITH CHILDREN 
IN THE NEUROPSYCHIATRIC DIVISION OF THE TOPEKA 
CITY CLINIC* 


By Doucrass W. Orr, M.D. 


The neuropsychiatric division of the Topeka City Clinic is staffed 
by physicians from the Menninger Clinic under the direction of Dr. 
Norman Reider. The clinic is held Wednesday afternoons from 2:00 
to 4:30 at the Southard School. The number of new patients admitted 
during 1937 was 164, and of these 58 per cent were children (under 18 
years of age). While some child cases come to the City Clinic for 
other reasons and are later referred by other departments to the neuro- 
psychiatric division, the large majority are brought for free psychiatric 
consultation by such agencies as the Topeka Provident Association, 
the Kansas Children’s Home and Service League, social workers of the 
Shawnee County Social Welfare Board, individual grade and high 
school teachers, and soon. Problems for which children are brought 
to the clinic are, most prominently, behavior disorders, failures of 
adjustment at school, speech defects, and various anxiety states, 
with frank neuroses and psychoses not uncommon in the adolescent 
group. 

Patients coming to the neuropsychiatric clinic have already had 
a routine blood ard urine “examination, including blood Wassermann, 
at the main clinic in the City Hall. At the neuropsychiatric clinic 
they are routinely given physical and neurological examinations and 
psychiatric conferences. Psychometric tests are given, when indi- 
cated, by psychologists from the Southard School. Special laboratory 
or other diagnostic procedures may of course be requested, and it 1 
usually possible to arrange for spinal punctures, skull x-rays, or €07 
cephalograms. 

Reports of work with adult Cases seen in a mental hygiene service 
have already been made by Knight. Work with children is different 

*Read before the Shawnee County Medical Society, September 6, 1938. 


1 Knight, Robert P.: Application of Psycnoanalytical Concepts in Psychotherapy: 


Report of Clinical Trials in a Mental Hygiene Service. Bull. Menninger Clinic, 1: 99~ 109; 
1936-37. 
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both because of the somewhat different techniques employed and 
because of the greater dependence of the physician upon the services 
of teachers or social workers from the various referring agencies. 
The following cases seen by the author of this paper have been selected 


to illustrate some phases of the work with children in the neuro- 
Psychiatric clinic. 


ILLUSTRATIVE CASES 


Case G. P.: This 7-year-old boy, the youngest of six siblings, was 
referred to the Clinic because of “spells’’ since the age of three and 
fear of his first grade teacher during the past 6 months. The family 
history was negative for insanity, epilepsy, or alcoholism with the 
exception of one maternal aunt who committed suicide. Several 
Temote relatives had had tuberculosis. 

hysical, neurological, and laboratory examinations were essentially 
negative except for a Hb. of 66. Psychometric examination did not 
appear to be indicated as the patient was doing fairly well in school. 

he social service history (submitted by a family case worker) 
tevealed that the patient was living in a three-room flat with his 
mother and two sisters, aged12and13. The patient's mother divorced 
the father when the patient was nine months old, but the child was 
taken to his father’s funeral at the age of 15 months, and heard many 
Subsequent discussions of it. The mother’s three sons by a previous 
Matriage are all in the state reformatory. 

„œ € Patient was born when the mother was at the height of her 
difficulties with the father and was an unwanted child. Later, 

Owever, the mother became greatly attached to the patient. The 
Patient, in turn, was so attached to the mother that he feared any 
Separation from her, slept with his arms around her, and had many 
putspoken fantasies of marrying her. The patient's “'spells” which 

gan four years prior to admission to the clinic, occurred an hour 
Or so after he hat gone to bed. As described by the mother, they 
consisted in a sudden outcry which called her to him; she found him 
Petspiring and shaking, with chattering teeth and staring eyes. 
ter fifteen to thirty minutes, the patient relaxed in the arms of his 
and went back to sleep, awaking in the morning with no 
tion of what had occurred. These “‘spells’’ came only three 
times a year at first, but gradually increased in frequency to 

four times a week just prior to admission. 
eee Patient was a dark-cye z Very. timid small boy of 7. He sat 
as Ply on the edge of his chair, twisting his cap in his fingers. He 
Sere xtraordinarily well-behaved and inhibited. The first interviews 
Pon aed Jin getting acquainted. Physical examination was post- 
cd until the patient’s confidence was definitely gained. The 


Mother 
Tecollec 
r four 
ree to 
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patient was encouraged to talk about home, playmates, a former 
Day Nursery, and school. On several occasions he drew pictures on 
the blackboard, and thus revealed a great interest in the out-of-doors 
and in ponies. 

The patient's visits to the Clinic continued for several months. 
The school situation eed when the patient passed his grade and 
came under a more kindly teacher. He quickly learned to sleep by 
himself and to take pride in this promotion. The night terrors 
diminished and then ceased entirely. The patient became increasingly 
less timid and, indeed, became one of the aggressive boys of the Day 
Nursery. He was still afraid of some older boys in his neighbor- 
hood, but the mother expected to move soon into a more favorable 
neighborhood where there would be children of the patient's age. 

Discussion of case: The history and the patient's story revealed two 
situations calling for immediate attention: Q) an overly protective 
mother, and (2) an unpleasant schoolroom situation. The socia 
worker's coöperation was used to (a) talk with the mother in order 
to give her some insight into her Overprotectiveness and its implica- 
tions; (2) arrange for the patient to sleep by himself; (3) attempt to 
get the school teacher to modify her aggressive classroom manner 
which had frightened other children besides the patient; and (4) 
plan for some special excursions to Gage Park and into the 
country. The physician thus helped the patient to ventilate some of 
his conflicts, and so reassured him, but also directed the social worker 


in improving the child’s environment from a mental hygiene point O 
view. 


Case E. D.: This 16-year-old boy was referred to the Clinic in Janu- 
ary, 1937, because of (x) lying, (2) poor school work despite high 
LQ., and (3) refusal to Keep clean. Little was known of the family 
history, except that the father deserted the mother and children, an 
served a year in the penitentiary for larceny. The mother died in 
1929 of tuberculosis, the patient being nine years old at the time. 

he patient is the eldest of five sib ings, having a brother one yeat 
younger, a sister three years younger, a second brother four years 
younger, and a second sister six years younger. After the mother $ 
death in 1929, the children were committed to the Kansas Children’s 
Home and Service League; and sometime thereafter, the three elder, 
including the patient, were sent to a tuberculosis sanitarium where 
the patient remained for a year. 
_ The patient's history, as taken at the Clinic, consisted essentially, 
in a series of failures to adjust to any foster home. The chief source of 
conflict was his failure to keep clean. He had the philosophy of 4 
one wolf’ and took the attitude that sugh virtues as punctuality 
at meals, cleanliness of person, and the like are only ‘‘middle class / 
prejudices’’ of dubious validity, and he would have none of them- 
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Lo. physical and neurological examinations were negative, and the 
-Q. was 117. 

The patient was seen about once a month until the summer of 1937. 
He improved slightly in his physical appearance and got along well 
in school. During the summer, however, he lived a somewhat 
isolated existence, caddying on a “driving course” and sleeping in a 
pup tent where he worked. He earned enough to keep going, but in 
the autumn returned to the Receiving Home of the Kansas Children's 
Home and Service League because he could not both work and attend 
high school. He was again referred to the Clinic with a query as to 
the feasibility of another attempt at foster-home placement. 

It soon became apparent that the patient’s problems were much the 
Same: (1) indifference to personal cleanliness; (2) irregularity of eating 
and sleeping habits; (3) indifferent school work; (4) predilection to 

uttering with radio in preference to a NYA job paying a potential 

4-5 a week; and (5) general disregard of Receiving Home rules. 
The Clinic physician listened sympathetically during several inter- 
Views to the patient's side of the story. Boarding home placement 
Was recommended, principally because the patient himself wished it 
in order to be semi-independent and also to room with his brother 
whom he liked. The patient was, however, urged to take this, not 
as an indulgence, but as an Opportunity; he was advised not to abuse 
his independence. 

€ peent improved somewhat in general attitude and appearance, 

He made up school work which had been neglected, and was “‘passing 
1n nearly all of his subjects. He was especially interested in printing, 
2nd so the physician became greatly interested too; the patient was 
©ncouraged to bring samples of his work and his typographical 
Notebook, His adjustment seemed considerably better. 

In November, 1937, however, the League’s sociah worker appeared 

With the news that the patient was about to be thrown out of his 

Oster home for (1) lateness to meals; (2) going to bed with his work 
Clothes On; and (3) spreading radio and automobile parts over the 
ed and dresser of his room. The patient was interviewed again and 
f € physician took a more aggressive line with him. He remained 
Tendly, but pointed out firmly the self-destructive nature of the 
Patient's behavior. The patient had read Doctor Menninger's book, 

e Human Mind,? and so the examiner pointed out the patient's 
Passive aggressiveness and the ways in which he was defeating his 
Own conscious aspirations and purposes. The patient accepted this, 
ma recalled reading about such mechanisms. The physician then 
a d the patient that another opportunity would be found for him 

ad his rother; a room at the Y.M.C.A. where there would be many 
Privileges, but no tolerance for automobile parts on the bedspread. 


*Menninger, Karl A.: The Human Mind, Revised Edition. N. Y., Alfred Knopf, 1937. 
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The patient and his brother moved to the ‘Y’ and were brought 
under the watchful but sympathetic eye of one of the secretaries who 
assumed a fatherly interest in them. The most recent report (Spring, 
1938) was that the adjustment was more successful, and that the 
patient continued to do well as a junior in high school. The patient 
was subsequently seen (Summer, 1938) neatly dressed in the uniform 
of a Western Union messenger delivering a telegram to the Menninger 
Clinic. 

Discussion of case: This orphaned adolescent boy was nearly schizo- 
phrenic when first seen in the Clinic. He had reacted to his several 
conflicts by a hermit-like withdrawal and by marked passive ag- 
gtessivity in various foster-home situations. The Clinic doctors, 
working with the League social workers, were able to offer him 
kindly, friendly parent images and at the same time to point out some 
of the dynamic mechanisms of his behavior. It was interesting that 
this patient and his sister (who was also a patient) were so impresse 
by the Clinic that they read The Human Mind? and both attempted to 
persuade a younger brother to come regularly for interviews. 


Case C. S$.: This patient was a pale, somewhat undersized 13-year-old 
boy brought to the Clinic by the social worker attached to the Juvenile 
Court. He had been brought into court because of the alleged theft 
of a bicycle, the last in a series of many minor thefts over a two-year 
period in which he had stolen fountain pens, watches, pocket books, 
and bicycles which, however, he had hitherto returned before getting 
caught. As he had been in court once before, he was a candidate 
for the Boys’ Industrial Home, but was sent to the Clinic for pre- 
liminary examination. 

Physical and neurological examinations were negative. The LQ; 
was 129, a superior rating. The patient was in the 7A grade, an‘ 
doing only average or slightly above average work. The examiner 3 
panera! impression was of an undersized, girlish youth who neverthe 
ess had a plausible superficial manner. a 

The patient was invited to have a coca-cola and to talk things over. 
He told the physician that his father deserted the family about rea 
years ago when the patient was four or five. The mother, who a 
about 40, is a W.P.A. worker, living with the patient and his ro-y€a" 
old brother in very poor circumstances. Although always kind He 
the patient and his brother, she has little time for them as she works 
all day and goes out frequently in the evening with various ` boy 
friends.” ter a preliminary examination, it was the examiner $ 
Opinion that the patient could be helped and that he should not 5 
sent to the Industrial Home at that time. The social worker thoug: é 
that the Judge would be willing for the patient to remain in tH 
Detention Home for a few weeks, and this was arranged. 
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Subsequent interviews brought out some of the patient's attitudes. 
He felt that the $1.50 to $2.00 that he could earn by selling candy bars 
Was not enough. His mother could not buy him the clothing he 
wanted. Most of her money went for his brother. He wanted a 
bicycle very badly since many other boys of his acquaintance had 
bicycles. He bal a half-formulated grudge against society because 
he felt deprived of these things. 

The patient recalled his father as a kindly, older play-fellow. He 
used to tease the patient, but always playfully; he was generous and 
once gave the patient a $5 bill. He didn’t know why his father left 
home; he supposed his father and mother didn't get along well to- 
gether. The patient had little to say about his mother, except that 
she cried frequently, he didn’t know why; she had many men friends, 
and went often to the movies with them; she had assured him, how- 
ever, that she didn’t intend to marry again. 
_ The pense exterior was so bland and apparently superficial that 
it was difficult to estimate what effect the interviews might be having. 

¢ said, however, that he wanted to continue coming to the Clinic 
and that it made him “‘feel better.” His stealing was discussed in a 
matter-of-fact way, the physician pointing out that it would be too 
bad if the patient had to waste some of his valuable school years in 
the Industrial School. The patient was encouraged to feel that he 
could make his way without stealing, and his intellectual superiority 
and other talents were pointed outtohim. Finally, the social worker 
Suggested a sponsor for the patient, and one of the well-known business 
men of the community consented to give an hour or so a week to ad- 
Vising and helping the patient in a fatherly way. The patient's 
Sponsor was so interested in him that he came to the Menninger Clinic 
for a conference with the physician. 

t was finally recommended, therefore: (x) thatthe patient return 
to his own home; (2) that the mother come to the Clinic for a confer- 
ence; (3) that the sponsor plan be carried out; and (4) that the patient 
return every two weeks as long as he wished to. 

These recommendations were effected. The mother arranged to 
Duy a bicycle for the patient, the two of them paying for it jointly 
1n installments. The sponsor helped the boy to find employment for 
the summer and arranged to counsel with him every week or so. The 
Patient stopped coming to the Clinic of his own accord, but returned 

‘ter about a month to show the examiner his new bicycle and tell 

im that he was making money selling magazines. He returned 
again in another month, having meanwhile obtained a caddying job. 
There has been no complaint of stealing since the paient was released 

om the Detention Home in May, and the Judge of the Juvenile 
svOurt is reported to have been very favorably impressed with the 
Patient's new adjustment. 

*scussion of case: The incidents in this boy’s life which apparently 
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: ‘ the 
caused his delinquency were: (1) desertion by his oa se Be tan T 
patient was about five; (2) threatened ‘‘desertion by i em ven ie 
might, as the patient thought, remarry; (3) the real eee Sier 
poverty; and (4) the disapproval of people who knew about Seine 
stealing activities. His recent came about in part as a r mae 
a “‘transference’’ to his Clinic physician and in part as a S me Mes 
arrangements made for him through the codperation of p ol she 
social worker, and sponsor. The positive transference began Isad 
first day when the physician handed the patient a coca-cola an aike 
“Won't you come in and talk with me?” The physician pecami ati 
the dimly remembered father who gave him presents and was to Ena 
of his shortcomings. The physician and social worker a ge a 
treated him like an intelligent human being, and also provide 
sympathetic attention than he had had for many years. 


SOME GENERAL PRINCIPLES OF TREATMENT IN THE CLINIC 

Although cases must be 
their peculiar needs, 
used in the neuropsyc 
treatment. Such a li 


ing to 
individualized and treated ons 
there are some general “rules of ee o 
hiatric clinic that may be listed as princip on 
st would include something like the followi 
(2) The physician gets from th 


i com- 
i € social worker or parents as, 
plete as possible a picture 


of the child as a unique individual, 
is birth, early development, personal habits, social rela aaa 
ships, school history, likes and dislikes, sexual panei fae 
expressions, and so on—all are interesting and may 
ortant. jnatioo 
@ The child is seen alone, away from actual or implied dominate 
of parentscor sociai workers. The physician is ia gear 
sympathetic, but objective; he is mot critical, sar urge 
“moral,” threatening, or domineering. The child aot ti 
to express his point of view and to explain his react ms- 
situations like home or school as well as to his symp ý to 
G) The physician uses his knowledge of dynamic psycho AE 
ormulate his diagnosis of the child's problem, ner an 
active than in private practice in making interpretations | 


h on 
explanations to the child and in offering practical sugg? Sacri- 
carly in treatment. He does this, however, withoni momi 
ficing his objectivity or yielding to a temptation to t mast 
evangelical. He knows that the basis of his treatment P. 


ae jruatio® 
e a sense of confidence and security in the clinic s. 
on 


the part of the child. ild’s. 
(4) The physician knows that whereas modification of the me i 
Personality may be a slow Process, especially when ‘fying the 

ate a week apart, much can often be done by modifyi 
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child's environment. Accordingly, he confers often with 
the social worker or parent and makes suggestions for im- 
proving the mental hygiene of the home, schoolroom, or 
neighborhood. Economic and social forces often interfere 
with treatment, as every physician knows, and it is sometimes 
necessary to oe foster-home placement or insti- 
tutional care. Aided by the social worker, the physician 
tries to use any or all community resources available and 
useful in a given case. Such techniques are often of especial 
value in cases referred from the Juvenile Court and may con- 
stitute an important contribution to the prevention of delin- 
quency and crime. 


Some such principles as these guide the physician in his approach to 


any psychiatric case, and more especially so when the patient is a 
child. 


SUMMARY 


The neuropsychiatric division of the Topeka City Clinic admitted 
164 new patients last year, of which 58 per cent were children. 
Routine examinations include a physical and neurological examination 
and Psychiatric interviews. Psychometric tests are given when 
indicated. Summaries of three cases illustrate the types of problems 
seen in the clinic and some of the methods of diagnosis, interviewing, 
and treatment. General principles of treatment include establishing 
Tapport with the patient, maintaining an objective attitude, employing 
a knowledge of dynamic psychology in attempting to modify the 
child’s personality to effect more satisfactory types of adjustment, 
and, at the same time, codperation with parents or social workers 
in modifying the patient’s environment in the direction of greater 
Stability and security in accordance with well-established mental 
hygiene ptecepts. 


THE CINDERELLA OF MEDICINE* 
By Kart A. Mennincer, M.D. 


The title I have selected may have led you to expect a fairy tale. I 
shall begin what I am to say, however, with a special version of 
one of Aesop's fables. 

Six blind men sat by the gate of a great city as an elephant was led 
slowly past. Inspired by scientific curiosity of the highest degree 
the six blind men rushed forward to palpate the great beast and to 
determine the nature of his being. 

The first man’s hands fell upon the clephant’s tusks. “Ah,” said 
he, “‘this creature is a thing of bones; they even protrude through his 
skin.” Later on, years having past, this man became an orthopedist. 

At the same time the second blind man seized the elephant’s trunk 
and identified its function. ‘‘What a nose!’ he exclaimed. ‘‘Surely 
this is the most important part of the animal.” Accordingly he 
became a rhinologist. 

The third man chanced upon the elephant's great flapping ear and 
came to a similar conclusion; for him the ear was everything, SO 
he, in time, became an otologist. 

The fourth blind man rested his hands on the huge chest and ab- 
domen of the elephant. “The contents of this barrel must be enor- 
mous,’ he thought, ‘‘and the pathological derangements infinite in 
number and variety.’ Nothing would do but that he should be- 
come an internist. 

One of the blind men caught hold of the elephant's tail. “This,” 
he said, ‘‘would appear to be a useless appendage. It might even be 4 
source of trouble to the elephant. Better take it off.’ This blind 
man became a surgeon. . 

But the last of the six men did not depend upon the sense of touch. 
Instead he only listened. He had heard the elephant approaching, 


* Presented before the Medical Society of the State of New York, May 10, 1938, and 
published in the New York State Journal of Medicine, Vol. 38, No. 12, June 15, 1938- 
Approximately simultaneous publication in the Bulletin of the Menninger Clinic is by. 


arrangement, through the courtesy of the Editors of the New York State Journal ot 
Medicine. 
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the rattle of chains and the shouts of the keepers. It may be that he 
heard the elephant heaving a great sigh as he trudged along. ‘‘Where 
is the creature going?’ he asked. No one answered. ‘'Where did 
he come from?" he asked. No one knew. 

Then this man fell into a deep reverie. What was in the elephant's 
mind, he wondered, in having left wherever he was and having come 
to this great city? Why does he submit to the indignities of our 
curiosity and the slavery of chains? And while he was wondering 
how to find out the answers to these questions the elephant was gone. 

This man became a psychiatrist. 

The other blind men were disgusted at this impracticality. They 
turned their backs upon their visionary companion. What difference 
does it make, said they, what the elephant’s purposes may be? And 
his chains—they constitute a legal not a medical problem. The im- 
portant thing is to recognize the animal's structure! 

Then they fell to quarreling among themselves as to whether the 
elephant's structure was primarily that of a nose or that of an ear or 
that of a tail. And although they all differed flatly from one another 
On these points they all agreed that the psychiatrist was a fool. 

It would be pleasant for me to assume that this allegory no longer 
represents accurately the attitude of the specialties of medicine toward 
One another and toward psychiatry. In some respects I think that 
the proper continuation of the allegory would represent the six blind 
men taking counsel with one another and making some concessions 
that the elephant had ears as well as a nose and that he had purposes 
and feelings as well as tusks and a tail. The tendency in all scientific 
research is to lose one’s perspective in the intensity of one’s special 
interest. Psychiatrists may do this no less than surgeons or otologists. 

But in the main it is true that physicians have forgotten or ignored 
Or repudiated the psychological factors in their patients. Modern 
medicine is.based upon three basic sciences—physics, chemistry and 
Psychology. Of these chemistry is the oldest. For many centuries 
it completely dominated medicine. The physics of the body were 
Coasidered unimportant, and, physical methods of treatment were 
Considered unethical, undignified, unscientific. It was only in very 
recent times, relatively speaking, that some members of the barber 

guild became surgeons, that bonesetters became orthopedists and that 
Stone crushers became urologists. It was only in recent times that 
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the mysticism and magic that permeated the recipes of the pharma- 
copoeia were purged by the cold light of pharmacological science. 
But it has been still more recent that psychological data have assumed 
some recognized validity of their own and ceased to be a vague com- 
pilation of theories, variously derived from philosophy, religion and 
superstition. A systematic physics of the body was arrived at before 
a systematic chemistry but both became the common property of 
physicians long before a systematic psychology was known to anyone. 

It cannot be said that psychology has been incorporated into medi- 
cine as yet, either in theory or in practice. In practice, medical science 
has long since become so great in its scope and complex in its detail 
as to favor the development of three kinds of physicians, those de- 
pending chiefly upon physical concepts especially in their treatment 
methods—and here I have in mind the surgeons—those depending 


simple word “‘physician.’’ 
are not psychiatrists but t 
physical, chemical and psyc 

As a general thing, 
Patients are much mo 
examinations than.to get 


Suppose I should ask you—and 
physicians—did you in examining that 


about his dreams? No? Why ior? 
product of his anatomy and physiolo 
less? Negligible? Compare the react 
fifty years ago when a youngster, 


8y and psychology? Meaning- 
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proposed that he examine his patient's urine. ‘‘What? Urine? 
I did examine it—it was dark and stank. What more is to be exam- 
ined? Urine is of no importance—it’s only an excretion, to be thrown 
out quickly.” And can you imagine the old fellow’s scorn when his 
son diffidently asserted that it was considered by some doctors to be 
really possible to examine urine with a flame, with chemicals, and 
with a microscope—for the purpose of understanding better the 
organs and the human being from which it came? 

And is it really so very different from the proposal that dreams, too, 
can be analyzed—if one studies the techniques? 

I am reminded of course that there are practical reasons why sur- 
geons, dermatologists, and others feel justified in omitting some of 
the technique of a complete personality inventory. ‘‘Psychiatrists,"’ 
they say, ‘‘are overwhelmed with too many data. They can’t use all 
they have. We don't have time to get so much information about the 
patient. A patient might die while we are getting it. Furthermore 
it is unnecessary for the determination of the best practical treatment 
in many cases." 

I won't deny the fact that short-cut methods of examination are 
desirable. What I deny is that one has any right to make this short- 
cut method at the total expense of the psychological factor. If a man 
breaks his leg, it is perfectly true that he doesn’t want his surgeon 
to spend three or four hours getting a family or social history or 
making an intelligence test or analyzing dreams before he puts the 
leg in a splint. On the other hand, a complete omission of the psycho- 
logical factor might lead, and I think often does lead, to serious errors 
in the treatment. Such an investigation in this case, for example, 
might prove that’ the man had broken his leg while in a fit of rage, 
trying to kick his dog or his child, or that his insurance policies paid 
him $500 a month disability, or that this was the fourth time that he 
had fallen in, this particular spot and the second time he had sustained 
a fracture in such a fall, suggesting that there was something more 
than mere chance involved. In other words, a broken leg is a piece 
of-local destruction and may be a “covert form of self-destruction. 
One can confine himself to merely repairing the destruction as a 
carpenter repairs a broken joist.and wait for the next piece of self- 

edestruction or the next accident or the next infection—or one can look 
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at it in the broad sense and compare this with other self-destructive 
events in the life of the individual and relate them to some more 
fundamental patterns. 

All this sounds so logical—at least I think it sounds logical—that 
the question ought to be, why is not psychiatry the queen of the 
medical specialties—in a sense the mother of them all 
and synthetic phase of medicine itself? 
integrated with the rest of medicine? To some extent 
Dr. William Menninger, h. i 
ble for this. For many ye 


praecox and depersonali 
seemed closer to his patie 

Thus for years psychiatr 
the Cinderella of medicine. 


> too, forgetful of her humble 
et Obstetrics was never reminded 


y Godmother’s aid, the transformed Cinderella 
she outshone all her sisters. 
(popular esteem), and there- 


and now deferential sisters, 
Thomas Salmon, of New Yor 
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Dr. Salmon concluded his allegory of psychiatry as the Cinderella- 
of Medicine with these very gracious sentiments, ‘Today Psychiatry 
and her poor relations have palaces and workshops just like those of 
Medicine and Surgery, and Psychiatry goes to balls and celebrations 
with her stepsisters. As for Medicine and Surgery, they have revealed 
the fact that they had always known that Psychiatry was beautiful, 
wise, and useful, but were trying her out all these years so that she 
might show the world what a substantial basis she had for her ac- 
complishments."’ 

It was inevitable that science should have gradually displaced the 
ancient superstitions and taboos attaching to the medical man whereby 
tt was inconceivable for him to be imperfect. So long as the medical 
man could not bear to examine his own psychology he could not 
logically concede it to have any importance among the clinical data 
of his patients, Among the discoveries of Freud, perhaps the greatest 
are those pertaining to the scientific study of the emotional bonds 
which develop between the patient and the physician. So long as it 
Was taboo for the doctor to ask himself, ‘Why am I a physician? 
Why am I interested in disease? Why does the specialty of pediatrics 
appeal so to me?” and similar questions, it was necessary also to 
avoid, Why did the patient expose himself to syphilis? When did 
the gastric ulcer patient begin to hate his wife? What is the purpose 
of this woman's illness?”’ 

For are not the wishes, the dreams and desires, the fears, and hates 
and envies of a patient as much a product of his beit’g as his urine, his 
blood, his spinal fluid? Are they not as deserving of analysis and as 
amenable to treatment measures? 

What I have been saying may have carried some of you beyond 
your convictions or my persuasions; I shall pursue that line of thinking 
No further, because it is not necessary, to explain why psychiatry, the 
Cinderella, left the kitchen and married the prince. The fact is that 
She has doneso. If you doubt this, reflect upon the fact that in several 
Medical schools more time is devoted today to the teaching of psy- 
chiatry than to the teaching of surgery, that more hospital beds are 
filled with psychiatric patients tonight than are filled with all the 
Medical and surgical and tuberculous and orthopedic and all other 
Cases combined, that the state of New York spends many thousand 
times as much upon the care of psychiatric cases as upon the care or 
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prevention of medical and surgical diseases of all other types. And 
if you reply that this is because of the social importance of psychiatry 
I should reply that all disease has social importance and that the failure 
as physicians to recognize this has laid us open to criticism and to 
error. I do not mean by this to indicate my approval of the state 
care of the ill. It does not have my approval. 
you that the state has for a long time been in the business of caring 
for some of the ill and that this some is a much larger number than 
many of you realize. Asa psychiatrist in private practice, I can get 
no satisfaction out of the fact that th 
and that although we are friends, we are not codperators. And I 
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I do not know what the future of psychiatry will be. I would 
certainly not leave you with the impression that we psychiatrists 
have so great a lack of modesty as to assume to guide the development 
of all medicine. We have no monopoly on the comprehensive study 
of the human being, unless by neglect you force it upon us. From 
the indications of your courtesy in having invited me here to speak 
for my fellow psychiatrists and having listened so graciously to my 
strictures and suggestions, I have the impression that you have no 
wish to do so. On behalf of Cinderella, ladies and gentlemen, my 
appreciation and my compliments! 


THE EFFECT OF INDUCED METRAZOL CONVULSIONS ON THE 
LEUKOCYTIC BLOOD PICTURE 


By Jane Bromauisr, B.S. 


x 
The purpose of this study was to determine the effect of inducéd 
metrazol convulsions on the white blood count and differential. 
As has been pointed out by many workers in the literature on the 
hematology of convulsions, numerous factors must be considered in 
the interpretation of any change in the leukocytic picture. Turk 
postulated a variation from 5,000 in the early morning to 10,000 in the 
early afternoon, and Sabin and Cunningham indicated that during the 
course of one day, a count may vary 1:2! The intake and digestion 
r 
a 


of food must be taken into account®. Hidden infections must be ruled’ 


out. Some workers believe that the muscular work during a convul- 
sion may affect the blood picture. 

In this series, all injections were given in the morning, under fasting 
conditions. All subjects were free from any known infections. All 
exhibited white counts and differentials within normal limits? on Í 
admission and previous to injection. It was not possible to evaluate | 
the effect of the muscular work during the convulsion. I 

Studies were made of fourteen convulsions, using twelve subjects. 
All counts were made in duplicate, and only pipettes with Bureau of 
Standard seal werd used. Three hundred cells were counted in each 
differential determination. 

At one-half hour to forty minutes following injection, the majority 
of cases showed a slight increase in count up to fifteen per cent with 
very little change in the differential. Two of the cases showed an 
increase of thirty per cent and fifty-three per cent, with little change in 
differential. In one case the count increased eighty-three’per cent, due 
chiefly to an absolute increase in lymphocytes. Only one case showed 
a decrease. This fall of twenty-three per cent was from an initial 
unexplained leukocytosis, and may be discounted. i 

All counts at one hour following injection showed a quantitative 
reduction ranging from two per cent čo 22 per cent. 
was due chiefly to a decrease in lymphocytes.” 

The counts at two hours were extremely variable, and ranged from 
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a decrease of cighteen per cent to an increase of twenty-three per cent, 
with no significant changes in differential. 

Meduna, as quoted by Reese ct a/.*, found after injection of metrazol 
that the leukocytes showed a shift to the left without an increase in 
the total count, the change reaching a maximum two hours after in- 
jection. In our series, while the number of cases studied is small, a 
very slight shift to the left occurs but rarely. The level of band forms 
in no case exceeded 5.6 per cent. Juvenile forms appeared in only 
three cases; the percentages were 0.3, 0.3, and 0.6 per cent. In one of 
these cases 0.6 per cent myelocytes appeared. 

Individual reaction to the same and varied amounts of metrazol was 
variable, and no correlation could be made between amount given and 
degree of change in leukocytic picture noted. No correlation between 
improved mental state and degree of change could be made. 

Summary: The number of cases studied (12) is too limited to permit 
final conclusions. On the basis of these however, we have found that 
the hematological reaction to induced metrazol convulsions is not 
constant. A leukocytosis appears at one-half hour to forty minutes 
following convulsion. The range of cell count increase is wide. 
Variations in the differential count are slight. All counts at one hour 
show a decrease due chiefly to a drop in lymphocytes. Quantitative 
and qualitative changes at two hours are extremely variable. The 
shift to the left is rare, and when present, negligible in degree. 
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prechiaty in America. The word ‘“pioneer”' is certainly applicable 


ecause his oe lifetime covers that period of development in 
the care an 


Alcohol: One Man's Meat. By Epwarp A. Strecker, M.D. and 
Francis T. Camurrs, Jr. Price $2.50. Pp.230. New York, The 
Macmillan Co., 1938. e 
This book has a clever title and good mission. It fills a long felt 

need for a book to give to patients suffering from alcohol addiction 

in the hopes of awakening them to the psychological implications of 


their drinking and its relation to their deeper personality problems. 
(K. A.M.) 


A General Selection from the Works of Sigmund Freud. Edited by Joan 
Rickman. Price 5s. Pp. 329. London, Hogarth Press, 1937. 
This is the first of a series o epitomes of Freud's work and is con- 

cerned with the general theory of Psychoanalysis. It contains selec- 

tions from various papers, arranged especially to show the development 
of the Freudian theory. This volume will be followed by others which 

will deal with special psychoanalytic topics. (C. W. T.) 


fe Mate White. The Asstobiography of a Purpose. By Witt1AM 
uANSON Ware, M.D. Price, $3.00. Pp, . Garden City, 
MYS Doubleday, Doran & : DaS A 


to spread the gospel of psychiatry. Throughou 


ism—by studying it in its entirety in i i i 
One is impressed with Dr. White's tireless industry and rodigious 
efforts in striving towards this goal. His experiences at St. Elizabeth S 
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Hospital are of special value to the administrative psychiatrist, but 
the book needs an index. (W. C. M.) 


The Troubled Mind. By C. S. Buurmer, M.D. Price $3.50. Pp. 510. 
Baltimore, Williams & Wilkins Co., 1938. _ j i 
This book is a collection of many brief case illustrations of various 

psychiatric symptoms and syndromes. The organization of the book 

is unusual and the frequent use of the word “‘lunatic’’ is somewhat 

Surprising. (K. A. M.) 


The Occupational Treatment of Mental Illness. By Jonn Ivison Russet, 
M.B. Price, $2.50. Pp. 231. Baltimore, William Wood and Co., 


1938. 

; This is a definite contribution to the all too meager library of occupa- 
tional therapy and is the first book on this subject to come from Eng- 
land. While the opus is written for the large state hospital, the first 
four or five chapters, which take up with thoroughness and perspi- 
cacity the prescription of occupational therapy and the administration 
of the occupational therapy department, may well be read by therapists 
in private sanitaria. The latter half of the book is a craftsman’s 
handbook and deals with crafts and industries suited to the large state 
hospital. (N. B.) 


Searchlight. By Aucusra C. Fisser. Price, $2.50. Pp.233. Seattle, 

Washington, Privately Printed, 1937. 

This privately printed book is an autobiographical account of the 
development of a severe psychosis which was treated in a series of 
state asylums with what appears to be partial recovery. While many 
of her charges regarding conditions in these institutions are probably 
correct, the author's bias is obvious. To a seader nan-psychiatrically 
oriented, it can only be misleading and prejudicial. R T. M.) 


Feeling and Emotion. By H. M. Garniner, R. C. Mercarr, ano J. G. 
Bersr-Cenrter. Price, $4.00. Pp. 445. New York, American 
Book Co., 1937. 

This book represents the late Professor Gardiner’s critiques of the 
contributions to the theory of emotions from the time of the Greeks 
to the affective psychology of the twentieth century. The com- 

endious account of the treatment of the affections is accurate, but 
kes. of thè immense amount of material which the authors have 
crowded into this small volume, the book lacks clarity in many parts 
and becomes laborious reading. The conclusion to the last chapter 
briefly and adequately summarizes the trends displayed by the various 
theories on feeling and emotion from 1890 to the present time. 

@. L. S.) 
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Ackerman, N. W.: Constructive and Destructive Tendencies in Chil- 

dren. Am. J. Orthopsychiat. 7:301-3 19, July 1937. 

This article describes an effort to devise an experimentally controlled 

lay field which would best serve the purpose of a detailed study of the 
mmis of constructive and destructive tendencies in children. A 
standardized experimental procedure was evolved, and a large number 
of ‘normal’, maladjusted and delinquent children were subjected to 
the procedure. On the basis of these observations, a series of different 
modes of constructive and destructive play expession were recorded. 


Ackerman, N. W., with the technical assistance of Vircin1a REHKoPF: 
Constructive and Destructive Tendencies in Children. Am. J. 
Orthopsychiat. 8:265-285, April 1938. 

In this second article the quantitative as 
mental study are reported. 172 children 
general way this study tended to show that 
adjusted direction signified an increase in c 
flexible type; growing older in a maladjust 
exaggerated increase in both constructive an 
relatively rigid type. The experimental 
agreement with prevailing psychoanalytic 
and destructive drives. 


pects of the above experi- 
served as subjects. Ina 
growing older in a well- 
Onstructive activity of a 
ed direction signified an 
d destructive activity of a 
findings were in general 
concepts of constructive 


Knicut, R. P.: Why People Act The Way The 
Am. J. Nursing 38: 18-21 (s) April 1938. 
Patients, nurses, and physicians in hospitals are also people and their 

attitudes and belvavior, especially when they seem puzzling and incon- 


1 c l must be understood in terms of interpersonal 
emotional relationship 


s. This article, in non-technical pone 
attempts to shed some light on these relationships from the stan point 
of the psychiatrist, 


y Do In Hospitals. 


Mennincrr, Wirta C. AND Cartson, CARROLL C.: A Case of Con- 

genital Neurosyphilis, Aged Sixty Years, with Multiple Osteoar- 
ea Am. J. Syph., Gon., & Ven. Dis. 22:327-335, May 
1938. 


l case of congenital neurosyphilis of 4 
taboparetic type in a woman of six i i 
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